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only Kolantyl® 
provides this 
four way relief 


of peptic ulcer 


_ Compare the four way action of Kolantyl — 


with your for peptic ulcer. 


Antilysozyme- 
 Demulcent 


Every ulcer patient you see 
wants RELIEF — prompt relief. 
Only Kolantyl provides this four 
way approach to peptic ulcer: 
antacid, antipeptic, antispasmodic 
and antilysozyme-demulcent. 


Give your next ulcer patient 
economical four way relief... 
prescribe good-tasting Kolantyl. 


Kolantyl 


Appearance of active duodenal ulcer 
after 12 weeks ambulatory treat- 
ment with diet and Kolantyl, marked 
clinical improvement.1l 

Prescribe Kolantyl for 
prompt relief of peptic ulcer, 
gastritis, hyperacidity. 
action: 

Antacid(magnesium oxide, alu- 
minum hydroxide) for almost 
immediate, prolonged neutrali- 
zation of acid without rebound. 


Antipeptic (sodium laury] sul- 
fate) inhibits necrotic action of 
pepsin and lysozyme. 
Antispasmodic (Bentyl) re- 
lieves painful spasm comfort- 
ably; superior to atropine.2 
Demulcent (methylcellulose) 


provides a protective coating of 
the ulcerated area. 


composition: 
Each tablet or 10 cc. Kolantyl Gel 
contains: 


Bentyl Hydrochloride ... 5 mg. 
Aluminum Hydroxide Gel . 400 mg. 
Magnesium Oxide .... . 200 mg. 
Sodium Lauryl Sulfate... 25 mg. 
Methylcellulose ....... 100 mg. 


dosage: 

Prescribe two to four teaspoonfuls 
Kolantyl Gel or two tablets (chewed 
for more rapid action) every 3 
hours, or as needed for relief. 

Gel supplied in 12 oz. bottles—Tab- 
lets in bottles of 100 and 1,000. 

1. HUFFORD, A. R.: MICH. STATE MED. SOC. 49:1308, 


1950. 2. MC HARDY, G. AND BROWNE, D.: SOU. MED. 
J. 45:1139, 1952. 


KOLANTYL,® *BENTYLOL’ TRADEMARK 


New York 
CINCINNATI 
St. Thomas, Ontario 


Since 1828 


The Wm. S. Merrell Company...Pioneer in Medicine for over 125 Years 
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tive antispasmodic that is more effectir 
=: . than atropine—free from “belladonna backfire’. 
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@ The tranquilizing action of 
Rauwiloid prevents over- 
stimulation, virtually elimi- 
nates jitteriness. 


®@ The mild sedative action 
of Rauwiloid prevents ex- 
citation—the patient usually 
enjoys restful sleep. 


® The gently bradycrotic, 
heart-calming action of Rau- 
wiloid largely prevents pal- 
pitation—avoids the cardiac 
pounding so frightening to 
the patient. 


LABORATORIES, INC. 


8480 BEVERLY BOULEVARD « LOS ANGELES 48, CALIFORNIA 


APPETITE 


A New Experience in 
Weight Control Management 


In anti-obesity therapy Rauwidrine — combining 
Rauwiloid (1 mg.) and amphetamine (5 mg.) in one 
tablet— presents important advantages: 


The patient gains a remarkable sense of tranquil 
well-being which makes even grossly reduced caloric 
intake acceptable. 


The appetite-suppressing effect of amphetamine 
can be maintained for long periods, without fear that 
undesirable side actions will make amphetamine intoler- 
able for the patient —as so often occurs with amphet- 
amine alone—and without resorting to barbiturates. 


FOR MOOD ELEVATION, TOO 
In depression, apathy, mental dullness, psychogenic 
asthenia, and other functional complaints, Rauwidrine 
presents the mood-elevating influence of amphetamine 
augmented by that of Rauwiloid, and virtually free 
from the side actions which so frequently vitiate therapy 
when amphetamine is used alone. 


DOSAGE: For obesity, one to two tablets 30 to 60 minutes before 
each meal. For mood elevation, one to two tablets, before break- 
fast and lunch. Dosage should be individualized, and up to 6 tablets 
per day (in 3 doses) may be given if needed. 
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Just Another 
Sedative-Hypnotic 
but 


A NEW Concept in 
Sedation 


Write for Samples, 
See for yourself the: 


e rapid onset of action 
e refreshing sleep 
e absence of side-effects 


*D. H. E. 45 (Dihydroergotamine) enhances 
action of barbiturates and scopolamine, which 
act in concert. 

Synergism affords optimal sedative effect with 
minimal doses. 
Each tablet contains: 
Sodium diethylbarbiturate 45.0 mg. 
Sodium phenylethylbarbiturate 15.0 mg. 
Sodium isobutylallylbarbiturate 
(Sandoptal) 25.0 mg. 

Scopolamine hydrobromide 0.08 mg. 
Dihydroergotamine 

methanesulfonate 0.16 mg. 


SEDATIVE-HYPNOTIC 


PHARMACEUTICALS 


DIVISION OF SANDOE CHEMICAL WORKS. inc. 
HANOVER, N.J. * CHICAGO GAN FRANCISCO 
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MEMO FROM 


THE PUBLISHER 


Tue American Acapemy or GENERAL PRACTICE offers a com- 
plete bill of fare for the physician hungry for continuation 
study, first through its annual scientific assembly and other 
postgraduate activities, and, second, through GP. That 
doctors like to continue study on the postgraduate level—or 
at least that they see its value to the point that they’re 
willing to spend considerable time at it—is evidenced in 
data from the Council on Medical Education and Hospitals’ 
Survey on Postgraduate Education for 1954. These figures 
indicate that the average (median) physician devotes the 
equivalent of 83 days a year to postgraduate activities, 
broken down into segments as follows: medical reading, 
34 per cent; professional contacts, 33 per cent; hospital 
staff meetings, 23 per cent; medical society meetings, 5 per 
cent; continuation courses, 5 per cent. 

While courses per se play a minor role in this over-all pic- 
ture, 75 per cent of doctors contacted had attended some 
continuation course during the past five years. 

Definite relationship was found to exist between years 
spent in residency training and subsequent days devoted 
to postgraduate study. The more you know, the more you 
want to know, apparently. Another positive relationship 
exists between years out of school and attendance at 
courses, with 98 per cent of physicians 10-15 years out of 
school taking courses; 75 per cent of those 10-30 years 
out; 50 per cent of those more than 30 years out. 

While interested physicians are willing to study in any 
season of the year, they don’t want any course to run more 
than seven days. Two-thirds of the doctors indicated willing- 
ness to travel more than 100 miles to attend a concentrated 
postgraduate course, but will not travel over 25 miles to 
attend individual sessions. 

Postgraduate study costs the average physician $350 a 
year—15 per cent for tuition; 33 per cent for travel and 
personal expenses; 52 per cent for loss of income. 

Graduate and postgraduate courses were rated tops in 
quality, with medical school courses running second, miscel- 
laneous group courses third, specialty societies’ courses 
fourth, and postgraduate assemblies fifth. 

Available courses were classified as 45 per cent surgical 
specialties; 33 per cent medical specialties; 8 per cent basic 
science courses; 5 per cent, courses in general medicine; 
all others, 9 per cent. 

It’s good to get specific figures like this on what average 
doctors are thinking and doing about keeping up with the 
medical times. If any lesson can be gleaned, it is that more 
courses in general medicine ought to be made available. 
The whole study is added evidence, if any were needed, 
that the Acapemy is in the front line of battle with its post- 
graduate requirements for membership. —M.F.C. 
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JUNE 1954 SIGNIFICANT EVENTS <j 


Defeat Compulsory 
Social Security 


Last Minute Vote 
Excludes Physicians 


Few Would Enjoy 
Retirement Funds 


Explosive Resolution 
Awaits AMA Delegates 


> American medicine won a signal victory in Congress a 
fortnight ago. The 15 to vote by which the House Ways and 
Means Committee reversed a previous action and excluded 


physicians from coverage under OASI was as surprising as it 
was significant. 


The Academy's Commission on Legislation and Public Policy 
played a major role in saving medical practitioners from a 
tax which would reach 50 million dollars by 1960. As origin- 
ally approved, the bill (HR 7199) would have compelled 
150,000 physicians, along with self-employed lawyers, den- 
tists, osteopaths, accountants, engineers, farmers, and 


others to pay a tax of 3 per cent on the first $4,200 of 
annual earnings. The tax would rise to 7 per cent by 1960. 


> A last minute reversal excluded physicians from compul-— 
sory coverage but left some nine million other self—employed 
persons subject to the tax. On May 19 Chairman Curtis' 
committee approved the Administration measure to expand 
Social Security by a vote of 15 to 5. Previously it had 
rejected, by a 12 to 8 vote, a motion by Rep. Wilbur Mills 
(D-Ark.) to exclude physicians. 


> The AMA, state medical societies, and the Academy's 
Commission acted swiftly on news of the close vote on Mill' 
motion. Commission member R. B. Robins called headquarters 
on May 22 to report that Congressman Mills was prepared to 
move for reconsideration if he could get the necessary addi- 
tional three votes. Key Congressmen and Republican party 
leaders were contacted over the week-end and on Tuesday Rep. 
Mills' motion to reconsider was introduced by a Republican 
committee member, Jenkins, of Ohio. Six Republicans and nine 
Democrats (including John Dingell of compulsory health in- 
surance fame) voted to exclude doctors. One Democrat and 
nine Republicans voted against the motion. Under the bill's 
provisions retirement benefits at age 65 would be denied 
persons who earn more than $1,000 in any calendar year. 


Few medical men would enjoy any benefits from the taxes 
assessed against their income prior to age 65. e median 
age of retirement for physicians is 74. The self-employed 


presently covered by the bill who earn over $4,200 will 
eventually pay a tax amounting to $294 annually. 


Approval by the Senate of the present House version is 
expected promptly. 


> Interest of AMA delegates meeting in San Francisco later 
this month will almost certainly focus on an explosive reso-— 
lution aimed at prepaid panel practice to be introduced by 
the New York delegation. This will likely overshadow the 


debate over osteopathy discussed here last month. A final 
vote on the Cline committee recommendations to end the cult 
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Anti-Trust Act 
May Be Invoked 


Kaiser Supporting 
Clinic Loan Bill 


taboo on osteopathy will probably be postponed until the 
December meeting, pending a vote by the American Osteopathic 
Association in July on whether to admit AMA inspectors to 

osteopathic schools. 


Culmination of tho bitter fight between HIP, the tax 
supported prepayment plan for group clinics, and medical 
societies in New York came last month at the annual meeting 
of the state society. Resolutions were adopted amending the 
society's code of ethics on four points: (1) Advertising by 
panel plans is prohibited; (2) The practice of medicine by 
physicians on a straight salary is branded as unethical 
except when the employer is an institution for indigent 
"public charges"; (3) Free choice of physician is held to be 
vitiated if the choice is limited to members of a group; 

(4) Division of fees is not unethical when a physician pays 
part of a fee received from an insurance company to another 
who participated in the patient's care. 


>» HIP lawyers were quick to cite the parallel between the 
instant facts and the celebrated case of 1940 in which the 
AMA and several individuals were found guilty of violation 
of the Sherman Anti-Trust Act. In that case the defendants 
were convicted in Federal court of conspiracy to restrain 
trade in connection with certain acts and statements in 
opposition to Group Health Association, a prepaid panel plan 
in the District of Columbia. 


Present practices of such panel plans as Henry J. Kaiser's 
Permanente Plan, the Ross—Loos Clinic in Los Angeles, the 
new Cooperative Health Insurance Plan of Milwaukee, and 
humerous union sponsored plans would be branded as unethical 
if the AMA adopts the New York resolutions. 


> The controversy is sharpened by developments in Wash- 
ington where Kaiser is spending considerable time and money 
in support of the Wolverton Bill (HR 7700) which would 
encourage growth of panel plans such as HIP and Permanente. 
Through mortgage loan insurance, the bill would aid con- 
struction of medical facilities to be used for group prac- 
tice with insured subscribers. 


HR_7700 is a bold attempt to furnish government aid to 
Kaiser and HIP in their current fight with organized medi- 
cine. It would apply only to facilities where at least 60% 
of the services were for insured panel patients. Its au- 
thor, Charles A. Wolverton (R-N.J.) is chairman of the 
Interstate and Foreign Commerce committee now considering 
it. Latest reports are he may combine it with the Eisen- 
hower reinsurance bill, also before his committee, to in- 
crease its chances for passage. Action by the House com- 
mittee on the latter bill (HR 8356) was postponed last 
month but a decisive vote by the Senate Labor and Welfare 
Committee was expected as this was written. Organized 
medicine and the insurance industry has opposed the proposal 
but Blue Cross has endorsed it. 


The outcome on HR 7700, coupled with the decision of 
organized medicine concerning the status of panel practi- 
tioners, portend a critical period of serious consequence 
for American medicine in the year ahead. 


NEW COMMISSION AND COMMITTEE APPOINTMENTS MADE BY THE 
BOARD OF DIRECTORS AT ITS REGULAR MEETING LAST MONTH WILL 
BE ANNOUNCED IN THE JULY ISSUE. 
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State Chapter Presidents and Secretaries 


Alabama. President: Joun E. Foster, M.D., Lineville; 
Treasurer-Executive Secretary: W. A. Dozier, Jr., 17 
Molton Street, Montgomery 


Arizona. President: Harry SourHwortnH, M.D., Box 788, 
Prescott; Secretary-treasurer: SamueL H. Hate, M.D., 
$22 N. Scottsdale Road, Scottsdale 


Arkansas. President: James M. Kos, M.D., Box 472, Clarks- 
ville; Secretary-treasurer: C. C. Lonc, M.D., Ozark 


California. President: Mertin Newkirk, M.D., 3224 Santa 
Ana St., South Gate; Secretary-treasurer: ANTONIO J. 
Franz, M.D., 4808 Mission St., San Francisco; Executive 
Secretary: Wituiam W. Rocers, 461 Market Street, San 
Francisco 


Colorado. President: KenNeTH H. Breese, M.D., 101 S. Divi- 
sion Ave., Sterling; Secretary: R. M. Maut, M.D., 2704 
West 32nd Avenue, Denver; Treasurer: Tuomas E. Best, 
M.D., 3705 East Colfax, Denver 


Connecticut. President: Epmunp L. Douctass, M.D., 188 
Thames St., Groton; Secretary-treasurer: PeTer J. Sca- 
FARELLO, M.D., 410 Asylum Street, Hartford; Executive 
Secretary; Marita S. Wats, 410 Asylum St., Hartford 


Delaware. President: GrorcE J. Bornes, M.D., 413 N. Broom 
St., Wilmington; Secretary: Morris Harwitz, M.D., 314 
N. Broom St., Wilmington; Treasurer: Doucias W. 
Mac Ketcan, M.D., 1501-B North Broom St., Wilmington 


D.C. President: Lewis A. Kxe1n, M.D., 2901 16th St., N.W., 
Washington; Secretary-treasurer: SamueL Diener, M.D., 
2808 Ordway St., N.W., Washington 


Florida. President: Leonarp L. Wem, M.D., 605 Lincoln 
Road, Miami Beach; Secretary-treasurer: Leon S. E1sEn- 
MAN, M.D., 760 E. Fourth Ave., Hialeah 


Georgia. President: H. L. Curves, M.D., Union Point; 
Secretary-treasurer: Maurice F. ARNotD, M.D., Hawkins- 
ville; Executive Secretary: Mr. Micton Krucer, 875 W. 
Peachtree St., Atlanta : 


Idaho. President: FRaNKLIN C. Davip, M.D., 407 Continental 


Bank Bldg., Boise; Secretary-treasurer: Joun T. BRUNN, 
M.D., 123 E. Idaho, Meridian 
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President: Puiny R. Bropcett, M.D., 1544 Vincennes 
Ave., Chicago Heights; Treasurer: Cart G, SACHTLEBEN, 
M.D., 7905 Cottage Grove, Chicago 19; Executive Secre- 
tary: H. Marcumont-Rosinson, M.D., 14 East Jackson 
Blvd., Chicago 4 


Indiana. President: O. T. Scamanorn, M.D., Pittsboro; 
Secretary-treasurer: NorMAN R. Booner, M.D., 447 East 
38th St., Indianapolis; Executive Secretary: Mr. CHARLES 
G. Doscu, 447 East 38th St., Indianapolis 


lowa. President: Paut F. Cuestnut, M.D., 115 W. Court 
Ave., Winterset; Secretary-treasurer: M., Sprout, 
M.D., 912 Equitable Bldg., Des Moines 9; Executive- 
Secretary: Mrs. Euizasetu B. Netson, 3600 Franklin Ave., 
Des Moines 10 


Kansas. President: Crovis W. Bowen, M.D., 212 Central 
Bldg., Topeka; Secretary-treasurer: Froyp Eart Diien- 
BECK, M.D., 300 S. Main, El Dorado; Executive Secretary ; 
Mr. Gene Witcox, 506 State Bank Building, Winfield 


Kentucky. President: Garnett J. Sweeney, M.D., Liberty; 
Secretary-treasurer: D. G. Mitter, Jr., M.D., Morgantown; 
Executive Secretary: Joyce CLark, Morgantown 


Louisiana. President: Joun W. Atkinson, M.D., 320 Huey P. 
Long Ave., Gretna; Secretary: E. A. Farrer, M.D., 5181 
Elysian Fields Ave., New Orleans; Treasurer: Epwin R. 
Guinry, M.D., 1343 Annunciation St., New Orleans 


Maine. President: Howarp H. Muuken, M.D., 105 Second 
St., Hallowell; Secretary-treasurer: W. H. Boynton, 
M.D., Paradise Road, Bethel 


Maryland. President: Lauriston L. Keown, M.D., 431 E. 
Lake Ave., Baltimore 12; Secretary-treasurer: Wmu1aM T. 
Layman, M.D., 5 Public Square, Hagerstown; Executive 
Secretary: J. Wiscott, 3722 Greenmount Ave., 
Baltimore 18 


Massachusetts. President: Pour F. Fortin, M.D., 160 Cottage 
St., New Bedford; Corresponding Secretary: R. ADELAIDE 
Draper, M.D., 1107 Washington St., Dorchester; Treas- 
urer: Danret M. Rocers, M.D., 2 Cherry Street, Wenham 


Michigan. President: Kart L. Swirr, M.D., 869 Fisher Bldg., 
Detroit; Secretary-treasurer: Russet F, Fenton, M.D., 
15125 Grand River Ave., Detroit 27 

(Continued on page 13) 
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for prompt 

safe relief 
of infant 
diarrhea 


Strikingly effective in the management of in- 
fant diarrhea, Casec provides prompt relief 
from loose and frequent stools in a vast ma- 


jority of cases within a 24-hour period. 


Simultaneously, Casec (calcium caseinate) 


provides good nutritional support by effec- 


tively preventing protein depletion, since it 


supplies 88% protein along with generous 


amounts of calcium. 


Another advantage is that since Casec is 
merely added to the regular formula, there 


is no change in baby’s routine. 


simple to use 


Bottle-fed infants 


4 tablespoonfuls of Casec 
added to regular formula. 
Continue until stools are 
normal for 3 days. 


Breast-fed infants 


2 tablespoonfuls of Casec 
to 6 ounces of water. Feed 
% to 1 ounce before each 
breast feeding until stools 
are normal for 3 days. 


CASEC 


The effective method of treating infant diarrhea 


MEAD JOHNSON & COMPANY P MEAD) EVANSVILLE, INDIANA, U.S.A. 
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(Continued from page 11) 

Minnesota. President: James A. Coscrirr, M.D., Olivia; 
Secretary-treasurer: Harotp A. WentE, M.D., 915-3rd 
Avenue, S.E., Rochester; Executive Secretary: James A. 
Brake, M.D., 15-9th Avenue, South, Hopkins 


Mississippi. President: Cuartes P. Crensuaw, M.D., Collins; 
Secretary-treasurer: WiuiaM E. Lorreruos, M.D., Box 
1435, Jackson 


Missouri. President: Wituiam F. Wacenpacu, M.D., 4717 
Morganford Rd., St. Louis 2; Secretary-treasurer: P. V. 
Siecet, M.D., Bothwell Memorial Hospital, Sedalia 


Montana. President: J. W. Scuupert, M.D., 515 Montana 
Bldg., Lewistown; Secretary: Harry R. Sorrero, M.D., 
315 North Broadway, Billings 


Nebraska. President: Frank J. Mnux, M.D., 3374 South 
13th St., Omaha; Secretary-treasurer: W. E. HUNGERFORD, 
M.D., 1904 Spencer Street, Omaha 


Nevada. President: Geratp Sytvain, M.D., 610 S. Seventh 
St., Las Vegas; Secretary-treasurer: BuRCHARD WINNIE, 
M.D., Walker River Hosp., Schurz 


New Hampshire. President: A. Duinerman, M.D., 
Mechanic St., Canaan; Secretary-treasurer: WiutaM F. 
Putnam, M.D., Lyme 


New Jersey. President: Vincent Campana, M.D., 386 Fair- 
mount Ave., Jersey City; Secretary: ArTHuR P. Trew- 
HELLA, M.D., 376 Fairmount Ave., Jersey City; Treasurer: 
Ricuarp R. CHAMBERLAIN, M.D., 30 Lenox Place, Maple- 
wood 


New Mexico. President: Letanp S. Evans, M.D., 217 W. 
Court Ave., Las Cruces; Secretary-treasurer: Pere J. 
Starr, M.D., 701 W. Main, Artesia 


New York. President: Wiu1am G. Ricutmyer, M.D., 98 Wil- 
lett St., Albany 6; Secretary-treasurer: Raymonp S, 
McKeesy, M.D., 84 Main Street, Binghamton 


North Carolina. President: Wayne J. Benton, M.D., 514% S. 
Elm St., Greensboro; Secretary-treasurer: Joun R. 
Benper, M.D., 820 Nissen Building, Winston-Salem 


North Dakota. Acting Secretary: Ira D. Crarx, M.D., Cassel- 


ton 


Ohio. President: Georce H. Lemon, M.D., 355 E. Broadway, 
Toledo 5; Executive Secretary: Eart D. McCatuister, 
M.D., 209 S. High St., Columbus 15 


Oklahoma. President: Epwarp T. Cook, Jr., M.D., 420 S.W. 
Fifth St., Anadarko; Secretary-treasurer: RipGE- 
way Jr., M.D., 2750 N.W. 23rd St., Oklahoma City 


Oregon. President: Ennis Keizer, M.D., 876 Virginia Ave., 
North Bend; Secretary-treasurer: Rosert C. Knott, M.D., 
832 Medical Center Bldg., Eugene 


Pennsylvania. President: CHartes K. Rose, Jr., M.D., 2115 
Hanover Ave., Allentown; Secretary-treasurer: Horace 
W. Esuaacn, M.D., 4450 State Rd., Drexel Hill 


Rhode Island. President: Cuartes E. Bryan, M.D., 425 Willett 
Ave., Riverside; Secretary-treasurer: RicHARD J. KRAEMER, 
M.D., 2907 Post Road, Greenwood 


South Carolina. President: W. Wyman Kino, M.D., 302 Sa- 


luda Ave., Batesburg; Secretary-treasurer: Horace M. 
Wuirwortn, M.D., 301 E. Coffee St., Greenville 


South Dakota. President: Ropert A. Bucuanan, M.D., 76 
3rd St., Huron; Secretary-treasurer: JoHN A. KriTTELson, 
M.D., 721 South Walts Ave., Sioux Falls 


Tennessec. President: L. A. Kiterrer, M.D., 413 Devonia 
St., Harriman; Secretary-treasurer: D. J. Jouns, M.D., 
313 Bennie-Dillon Bldg., Nashville; Executive secretary: 
Mr. Wituiam C. McMurry, Jr., 701 Crescent Rd., Nash- 
ville 


Texas. President: Ceci. Forrest Jorns, M.D., 5644 Lawn- 
dale, Houston; Secretary-treasurer: Woopson W. Har- 
ris, M.D., 1410 Nickersor: Street, Austin; Executive sec- 
retary: Mr. Donatp C. Jackson, 1410 Nickerson Street, 
Austin 


Utah. President: W. Ezra Cracun, M.D., 110 North First, 
East, Logan; Secretary-treasurer: J. Poutson HunreER, 
M.D., 3007 Highland Drive, Salt Lake City 

Vermont. President: Rocer W. Mann, M.D., Jeffersonville; 
Secretary-treasurer: H. Hetnincer, M.D., 37 
Buell St., Burlington 

Virginia. President: Brewster A. Hopkins, M.D., P.O. Box 
26, Stuart; Secretary: W. Linwoop Batt, M.D., 714 North 
Boulevard, Richmond 20; Treasurer: Cart W. Meapor, 
M.D., 2716 Grove Ave., Richmond 20; Executive Secre- 
tary: Mrs. Heren M. Sevier, 1105 West Franklin, 
Richmond 20 

Washington. President: Austin B. Kraaset, M.D., 415 North 
85th St., Seattle; Secretary-treasurer: Ropert McC. 
O’Brien, M.D., 426 Medical Center Building, Spokane 

West Virginia. President: Jacos C. Hurrman, M.D., Edminston 
Bldg., Buckhannon; Secretary-treasurer: HatvarpD Wan- 
cer, M.D., Box 175, Shepherdstown; Executive Secretary : 
Mrs. Marcaret I. MacVean, Box 41, Shepherdstown 

Wisconsin. President: Cyrus G. Reznicnex, M.D., 2037 
Winnebago, Madison; Secretary-treasurer: Ropert F. 
Purteitt, M.D., 758 North 27th St., Milwaukee 8; Execu- 
tive Secretary: Mr. Rosert DuFour, 758 N. 27th Street, 
Milwaukee 

Wyoming. President: Ext Cuester Ripceway, M.D., Cody 
Clinic, 1301 Rumsey Ave., Cody; Secretary-treasurer: 
Wutarp H. Pennoyer, M.D., Hynds Building, Cheyenne 

Alaska. Acting Secretary: J. Wmuiam Gisson, M.D., 172 S. 
Franklin, Juneau 

Hawaii. President: Toru Nisuicaya, M.D., 764 Kapahulu 
Ave., Honolulu ; Secretary-treasurer: Ropert D. 
M.D., 378 Young Hotel Bldg., Honolulu 


©@ The American Academy of General Practice is a national association of physicians engaged in the general practice of medicine and surgery. 
\t is dedicated to the belief that general practice is the keystone of American medicine, and to the conviction that continuing study is the basis 
of sound general practice. It is the role of GP, official publication of the Academy, to provide constantly the best postgraduate literature in all 
phases of general practice in its scientific section. In other regular departments it carries articles and official reports pertinent to the work of 
the Academy's fifteen standing committees. 
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relieve pain, headache, fever 
promptly and safely 


APAMIDE’ 


Ames, 0.3 Gm.) 
direct-acting analgesic-antipyretic... 


-no toxic by-products... 


TRADEMARK 


APROMAL 


(acetyicarbromal and N-acety!-p-ominophenol, Ames, 0.15 Gm. ea.) 
sedative-analgesic-antipyretic... 


calms patients and relieves pain 


AMES 
fic\ COMPANY, INC « ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 59554 
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Chis Month’s Authors 


William R. Chambers, M.D., 


a neurosurgeon, affiliated with The Neuroclinic in Atlanta, Georgia, was formerly an instructor 
in the Department of Medicine at the University of Cincinnati Medical College, Cincinnati. A 
graduate of the University of Cincinnati, Dr. Chambers served internships at Cincinnati Gen- 
eral and Good Samaritan hospitals, and took residency training in neurosurgery at Hartford 
Hospital, Hartford, Conn.; Henry Ford Hospital, Detroit, Mich.; and Lahey Clinic, Boston, 
Mass. Dr. Chambers is the author of ‘That Fatal First Twenty-Four Hours in Head Injury.” 


John S. DeTar, M.D., 


author of ‘The Family Physician’s Attitude Toward Cancer,” has been engaged in general 
practice in Milan, Michigan, for twenty-three years. Now serving his third term as Speaker of 
the Academy’s Congress of Delegates, Dr. DeTar, in 1948, was named Michigan’s foremost 
family physician. He received his medical degree from Detroit College of Medicine and in- 
terned at Henry Ford Hospital. Dr. DeTar is a delegate from his state to the American Medical 
Association; a past president of the Michigan Health Council; and a board member of the 
Michigan Medical Service. 


Frank L. Rector, M.D., 


until his retirement in November, 1953, served as secretary of the Cancer Control Committee 
of the Michigan State Medical Society. A former Midwest field representative for the American 
Cancer Society, Inc., and a cancer consultant with the Michigan Department of Health, he is 
well-qualified as the author of the “Responsibilities of the Family Physician in the Cancer 
Control Program.” A graduate of Georgetown University School of Medicine, Dr. Rector has 
devoted much time and effort to the education of lay groups about cancer. He resides in 
Evanston, Illinois. 


James V. Warren, M.D., 


is a professor of medicine at Duke University School of Medicine, Durham, N.C. Prior to join- 
ing the Duke faculty, he held the same position at Emory University Medical School, Atlanta, 
Ga. He was graduated from Harvard Medical School, Boston, Mass. After serving as medical 
house officer at Peter Bent Brigham Hospital, he returned to Harvard where he was an assistant 
resident in medicine and a research fellow. The article appearing in this issue, ‘Symptoms and 
Diseases Induced by the Physician,” marks Dr. Warren’s third contribution to GP. 


Arthur Weinberg, M.D., 


co-author with Dr. William E. F. Werner of “Radiologic Diagnosis of Fetal Death,” is engaged 
in the practice of obstetrics and gynecology at Long Island, New York. He received his medical 
degree at the University of Virginia and took residencies in obstetrics and radiology at Beth 
Israel Hospital, New York, and Sinai Hospital, Baltimore. Dr. Weinberg is a member of the 
teaching staff of New York University Bellevue Post-Graduate Medical School where he 
conduets courses in obstetric radiology. 
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NEW! 


BIOMYDRIN® Nasal 


Meld Gene Php. F102 


BIOMYDRIN* 


NASAL DROPS 


Companion 


Biomyor!® 


DROPS 


In infectiousvand allergic rhinitis, 
acute and chronic sinusitis, acute coryza 


- Biomydrin Nasal Drops are being 
introduced at the request of 
physicians who prefer 
drops for nasal therapy. = 
Biomydrin Nasal Drops provide the same 
bactericidal, anti-allergic, and decongestant properties as 
Biomydrin Nasal Spray. Biomydrin Nasal Drops also make it more 
convenient to apply Biomydrin by tampon or wick. 
Dosage: Adults, 4 to 5 drops in each nostril 4 or 5 


times a day. Infants and children,1 to 3 drops in each nostril 
3 times a day. Supply: 1% ounce bottle with dropper. 


NEPERA CHEMICAL CO., INC. 


Pharmaceutical Manufacturers e Yonkers 2, N. Y. 
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Yours Cruly.. . 


Not All Things To All People 


Dear Sir: 

The issue of GP for March, 1954, is excellent. The articles 
on usefulness of hormones in women by Dr. Page, and on 
dietary treatment in arteriosclerotic vascular disease by Dr. 
Kempner are unusually good. 

Articles such as these put our publication on a par with 
other leading medical journals, something I have wished to 
see accomplished. The illustrating for Dr. Kempner’s article 
is praiseworthy. When a doctor picks up a medical journal 
he is attracted to the discussion of a subject in which the 
author credits the reader with a general knowledge of, and 
a sound interest in, the subject and an ardent desire to know 
that subject better. When that author writes as a good pro- 
fessor teaches, he wins his reader’s admiration and respect, 
and the medical journal shares in the reader’s esteem. 

Too often articles in journals, and GP has been no excep- 
tion, sell the reader (in our case the general practitioner) 
short, in estimating his intelligence. To make my meaning 
plainer, let me say that nearly all the general practitioners I 
know in this area have taken, and often take, postgraduate 
and refresher courses in gynecology, and can grasp, and 
need, ail the material which Dr. Page has so sensibly pre- 
sented. Such doctors long ago cut their teeth on the Reader’s 
Digest type of article, long ago tired of the ancillary publica- 
tions of the A.M.A., with ponderous charts and chemical 
formulas, and have developed an appreciation of sensible 
reading they can bite into, so to speak. 

Your job is difficult and it is not possible to have every 
issue as good as the last one, but certainly you are heading 
in the right direction. Allow me to wish you much success. 

The thought has come to me that the history of medicine 
could produce many an interesting article for each month. 
There is no part of the development of medicine or surgery 
that belongs to any one class of practitioner; it is for all. 
Such a section in your magazine could make it unique among 
medical publications. For example; the sulfonamides (from 
the days of prontosil). What country discovered it? What 
was the dream behind it? How does it work therapeutically ? 
Ww hat is its chemistry ? How is it synthesized? Soft pedal the 
clinical side and stay with the history and manufacture. 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


The same idea with penicillin, the same with Vitallium, 
tantalum, suture materials, the microtherm, etc. There is 
inspiration in reading of men’s dreams and efforts and it is all 
a part of our great institution of medicine. 

Pardon me for sounding off, but I feel like writing this. 
Good hunting! 

Joun M. Simpktn, M.D. 

San Leandro, Calif. 


GP tries to serve the basic needs of general practitioners with 
up-to-the-minute practical scientific articles and significant news 
and economic reports. It can’t be all things to all people. But, 
the Publication Committee would be interested in knowing if a 
considerable number of members favors the inclusion of a section 
on medical history.—PuBLIsHER. 


For Security —Against Compulsion 


Dear Sir: 

I am informed that the American Medical Association op- 
poses social security payments and old age benefits to self- 
employed physicians. I do not know why they are opposed to 
it, except I read that if enacted it would be compulsory. I 
also oppose that clause, but apart from that, I think it would 
be a wonderful thing, and a great security measure for self- 
employed physicians. 

About 95 per cent of the physicians I have talked with are 
in favor of it. 

Daniel A. Reed of New York, chairman of the Ways and 
Means Committee of the House of Representatives, has intro- 
duced a bill, H.R. 7199, to carry out President Eisenhower’s 
recommendations, which would extend coverage to self- 
employed doctors. 

For example, if one pays in approximately $90.00 per 
year, at age 65 if the doctor is unable to continue or if he 
wishes to retire, he could draw out approximately $85.00 to 
$127.50 per month for life. When the physician’s wife reaches 
the same age she could draw about half this amount, and 
there is an allowance also for children under 18 years of age. 

One does not have to pay all the years up to age 65 in 

(Continued on page 23) 
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7 the prevention of contact der- 


atitis due to 


primary irritants and 


“K ERODE X” provides a protective coating . . . invisible, yet strong . . . as 


elastic as the skin itself. “Kerodex” is recommended for the prevention of housewives’ eczema, 
“dishpan hands,” chafing and diaper rash, inflammation due to body fluids and discharges. A 
vast range of occupational dermatoses may also be prevented wih "“MERODEX’: 


2 TYPES AVAILABLE 

“KERODEX” No. 71 (water-repellent) 
for wet work protects against soaps, 
shampoos, bleaching and washing com- 
pounds, fruit and vegetable juices, 

drugs in water solution, acids, alkalis, etc. 
“KERODEX” No. 51 (water-miscible) 
for dry work protects against dust, 

grime, garden soil, solvents, paints, 
cleaning fluids, oils, grease, etc. 

Each type is supplied in 4 oz. tubes 

and 1 Ib. containers. 

Literature available on request 


NEW YORK, N. Y. 


MONTREAL, CANADA 
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(Continued from page 21) 
order to qualify, but about half the years, and then if he 
becomes sick he would be covered. 

Starting at age 57 if one pays every year up to age 65, the 
physician would draw $127.50 for life, for an investment of 
about $900.00. 

If the physician should die, his wife would continue to 
draw during her lifetime. You cannot get a cheaper insur- 
ance for your old age. 

R. Kine Suirtey, M.D. 
Gaithersburg, Maryland 


Tattoos To Save Lives 


Dear Dr. Hussey: 

I hope your valuable suggestion concerning tattoo marks 
for people who are violently susceptible to certain drugs can 
be made a contribution to our general efforts for preventive 
measures. (See editorial, ‘Tags for Special Problems,” in 
this issue.) 

Two penicillin (procaine?) reactions have occurred in my 
practice in the past year or so. It happened that both re- 
ceived procaine penicillin 400 M with 4% Gm. streptomycin. 
Whether the patients were allergic to the procaine or 
penicillin, or perhaps streptomycin, I do not know, but one 
of them I feared would die, and it put a fear in my heart, 
after many “‘scares” in more than forty years of practice. 

Your thoughts along that line may in a measure be extend- 
ed to the diabetic, for as you know, many a poor fellow has 


had a diabetic coma, away from home, and has been lugged 
off to jail as a drunk, perhaps to die before proper medical 
care could be secured. 

I hope I am not exposing my ignorance too blatantly, but 
using the same method for blood type, Rh factor, etc., may 
be considered—unless these may change during a lifetime. 

P. O. Cuaupron, M.D. 
Cedartown, Georgia 


The Usual Summer Complaint 


Dear Sir: 

Sometime last year you published a facsimile of a small 
graphic temperature chart and I would like to know where 
they can be obtained. 

I would also like to see an article within the next few 
months on office and home treatment of diarrhea in infants 
and children. The season is approaching and I would like 
for someone to tie up the various products available with an 
evaluation of products giving names and suggested dosages. 
This would be a great service to practitioners and more in- 
formative than articles or reprints on one product. 

Henry C, Perersen, M.D. 
Stockton, California 


The item on the small temperature chart appeared in GP for 
June, 1953 (page 40). We always appreciate suggestions on 
articles which our readers would like to have published.—Epitor 

(Continued on page 25) 
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Raud ixin in hypertension 


most prescribed because... 


Raudixin, most prescribed of the rauwolfia 
preparations, contains all the alkaloids 

of rauwolfia. It is the powdered whole 
root. In almost all cases of hypertension, 
prescribe Raudixin first. Later, add 

more potent agents if necessary. 

Dosage: 200 mg. daily, adjusted according 
to response. 50 and 100 mg. tablets, 
bottles of 100 and 1000. 


SQUIBB RAUWOLFIA 


“RAUDIXIN’® 1S A SQUIBB TRADEMAP™ 
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...lengthen his life line, 


Nicel* in Obocell provides distinct clinical 
advantages:1.It actually meters the release 
of amphetamine in the blood stream to 
provide quick control of appetite at meal- 
time and sustained control of hunger be- 
tween meals. Your patient is thus spared 
the “bumps and dumps” of unpredictable 
amphetamine release. 2. Gnawing bulk 
hunger (emptiness) pains are successfully 
suppressed by the exceptional water bind- 
ing capacity of Nicel; thus, Obocell protects 
the patient against the constant urge to 
snack and violate his diet. 


Obocell 


DOUBLES THE POWER TO RESIST FOOD y 


Lg, 


Obocell is economical . . . reduces the 
patient—not his pocketbook 


¢ suppresses mealtime appetite 
e prevents between meal hunger 
e no excess stimulation 


e no enteric coatings 


Each Obocell tablet supplies: 
d-Amphetamine Phosphate 


(dibasic) 


*trwin-Neisler’s brand of specially prepared high 
viscosity methylcellulose. 


IRWIN, NEISLER & COMPANY 


DECATUR, ILLINOIS 


GP « Volume IX, Number 6 


wry 
SS 
horten his belt line =o 
i 
¢ 
¥ 
‘ 
Fa 
Gs 
= 
24 
| 


(Continued from page 23) 


Cleveland Kudos 


Dear Sir: 

I want to take this opportunity to sincerely thank you for 
your kind invitation to attend the recent scientific assembly 
in Cleveland of the American Academy of General Practice. 
In my work during the course of the years, I have attended 
a great many medical conventions, but I can honestly say 
that I have never attended one in which there was such a 
spirit of enthusiasm and interest exhibited by the members 
as your recent meeting. 

You and the Academy are certainly to be complimented 
on the entire program and this was evidenced by the turnout 
of your membership. 

R. J. DonaLpson 
Assistant Superintendent 
Continental Casualty Company 
Chicago, Illinois. 


Dear Mr. Cahal: 

It was a real privilege to be able to attend the annual 
meeting of the American Academy of General Practice in 
Cleveland. I enjoyed not only the Congress of Delegates on 
Sunday afternoon and Monday forenoon but your scientific 
programand exhibitsat the Auditorium. 1am sure that youwere 
well pleased with the meeting. If you were not you are hard 
to please because it was certainly a very splendid meeting. 


May I again thank you for the courtesy registration and I 
appreciated the recognition that was given me in the Congress 
of Delegates Sunday afternoon. 

C, P. Loranz 
Secretary-Manager 
Southern Medical Association 
Birmingham, Alabama 


Dear Mr. Cahal: 

What a meeting! I heard nothing but praise from mem- 
bers and exhibitors alike. I was sorry that I had to return 
early. 

Please convey our congratulations to your entire staff for 
having made the meeting such a grand success. It was 
certainly one of the best meetings that I have ever attended. 

W. Rocers 
Executive Secretary 
California Academy of General Practice 
San Francisco, California 


Dear Mr. Cahal: 

We are pleased to acknowledge receipt of your kind letter 
to which was attached the resolution passed by the Congress 
of Delegates. May we express our appreciation to you and 
to the Congress for this expression of their appreciation of 
the contribution which the technical exhibitors made 
toward a successful meeting. 

(Continued on page 27) 
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Cortef* 


for inflammation, 
neomycin 


for infection: 


Ne lel... Ointment 


TRADEMARK FOR THE UPJOHN BRAND OF F) with SULFATE 


Available in 5 Gm. and 20 Gm. tubes 


Each gram contains: 
Hydrocortisone acetate . . . 

(1%) or 25 mg. a) 
Neomycin sulfate mg. 
(equivalent to 3.5 mg. neomycin have) 
Methylparaben 0.2 
Butyl-p-hydroxybenzoate . 


TRADEMARK FOR THE UPJOHN BRAND OF 


Tue Ursoun Company, Katamazoo, Micaican 


GP © Volume IX, Number 6 


: 
. 
: 
j 
; 
— 
& 


(Continued from page 25) 

It is our sincere opinion that the Cleveland Assembly 
was one of the outstanding meetings we have attended, and 
we are looking forward with pleasure to exhibiting at your 
1955 session. 


B. SCHNEIDER 


e 
Executive Vice President a (Ma ! Nl IC 
The Purdue Frederick Company 


New York, N. Y. 


Dear Mr. Cahal: 

Congratulations on a very fine medical convention! 

As an exhibitor, I was thrilled with the conscious effort 
made by A.A.G.P. members to give attention to the many 
technical exhibits. As a friend, I was delighted with the 
many favorable comments I heard all over the exhibit floor Broce 
in Public Auditorium. 

D. J. WrrHincTon 


Director of Promotion 
Wyeth Laboratories 
Philadelphia, Pa. 


Dear Sir: 
We were impressed by the business-like manner in which a fresh response, 

the scientific exhibitors were handled. Even the guards and vigorous improvement 
technical laborers were obviously well instructed and ‘eager 
to co-operate. It made the job of presenting our material 
easier and more pleasant. I had the distinct feeling that 
your members were interested in what we had to say and Ae 
appreciative of our efforts. ll 


comprehensive. antianemia therapy 


< 


F. H. Fats, M.D. 


University of Illinois College of Medicine a (Ma | Ht] IC 
Chicago, Illinois 


Dear Sir: 

Both Dr. Lam and I enjoyed attending the Assembly. We 
found your members very responsive and very anxious to 
learn about our subject. Thank you for the opportunity to 
present our exhibit and to have the material published in 
“Abstracts.” 


ane 


Vitamin B,, plus essential 
hematopoietic activators 


Leo J. Kenney, M.D. 


Henry Ford Hospital 
Detroit, Michigan 


Each Armatinic Activated capsulette 
Dear Mr. Cahal: contains: 


Please accept my sincere congratulations on the out- 
standing meeting in Cleveland. 1 don’t know how you could 
have missed hearing the multitude of voices praising every 
aspect of the Assembly, but I want especially to add my 


voice to those expressing amazement at the numbers attend- Liver Fraction 2, N.F. with 

ing the scientific sessions. 
Since my arrival here in Philadelphia, I’ve had an oppor- Bottles of 100 and 1000. 

tunity to learn first-hand what kind of effort it takes to put 

on a successful regional meeting and I can really appreciate Also available: Armatinic Liquid 


the work you and other Academy officials put into the 
THE ARMOUR LABORATORIES 
© A DIVISION OF ARMOUR & COMPANY ~ CHICAGO 11, ILL. 


national Assembly. I’m looking forward to a visit to Kansas 


City in the near future to see and talk over Academy projects 
with you, 


A. W. BLenpow, Jr. 
Assistant to Director of Promotion 


Wyeth Laboratories 
Philadelphia, Pa. 
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angina pectoris 
coronary occlusion 


peripheral or pulmonary embolism 


Phosphate’ 


(Dioxyline Phosphate, Lilly) 


relaxes vasospasm 


increases exercise tolerance 


lessens the frequency of pain 


SUPPLIED AS: 


1 1/2-grain and 3-grain tablets 


AVERAGE DOSE: 


1 1/2 to 6 grains three or four times a day, before meals and 
at bedtime 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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Editorials 


Tags for Special Problems 


For A NUMBER OF YEARS, the idea has been promul- 
gated that diabetics should carry an identification 
card that includes the information that they have 
diabetes. This has served a valuable purpose for 
prompt recognition of hypoglycemia. Less often, 
but no less important, it has made a significant dif- 
ference in the diagnostic and therapeutic approach 
to the problem of a diabetic patient who has been 
severely injured or who has had something like 
cerebral apoplexy and is temporarily unable to tell 
the doctor about his diabetes. This second advan- 
tage has been extended to other categories of dis- 
ease—epilepsy, Méniére’s syndrome, and drug idio- 
syncrasy. For this last, an identification card has 
been especially recommended for people who have 
had severe reactions to horse serum or penicillin 
and in whom there is thought to be serious threat 
of anaphylactic shock from another administration. 

Although the idea of identification of people who 
require special handling in these various ways is 
well founded, it is hard to avoid the worry that 
identification cards are easily lost or overlooked in 
an emergency. This worry would be all the greater 
in a time of mass disaster when the physician faces 
the problem not of an individual patient but of a 
multitude of sick or injured. It might be argued 
that the number of people, under disaster condi- 
tions, who require special consideration of this sort, 
would be a small percentage of the total. Still, it 
seems a shameful waste that a patient who has lived 
through a fire or a tornado or a bombing should 
run a double jeopardy because he cannot tolerate 
penicillin or tetanus antitoxin that might be given. 

Perhaps this is a field of “preventive medicine” in 
which civil defense agencies might take a special 
interest. In many communities, metal identification 
tags have been issued to all citizens. It would be 
simple enough to devise a set of symbols for use 
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on these tags for indication of the kind of special 
information being discussed. Of course, not many 
citizens bother to wear their identification tags, but 
diabetics and reactors to drugs might do so because 
of the advantages peculiar to them. It might be even 
better to affix the symbol to the patient by means of 
a small tattoo in some inconspicuous place like a 
buttock. If this is too reminiscent of Dachau and 
Buchenwald, at least it is scientifically preferable 
and seems a small price for protection. 


Order Out of Chaos 


MorE AND MORE Scientists are expressing active in- 
terest in what they can do to prevent disintegration 
of this modern world. The majority of these ex- 
pressions point to lack of communication among 
humans as a cause for misunderstandings and as an 
impediment to progress, peace, and freedom. In 
Science for March 5, 1954, Kirtley F. Mather seeks 
an improvement of communication by urging that 
scientists enlighten people in the methods of con- 
ceptual thinking. 

Mather believes that a chasm is widening between 
two groups of people in modern society—those 
whose minds seek insight and meaning (conceptual 
thinkers) and those who are content with knowing 
facts and with doing what they have been trained to 
do. The conceptual thinkers, by the nature of their 
mental processes, are compelled constantly to search 
for universal truths. They hold as a basic concept 
that the universe is a place of spiritual and physical 
law and order in which freedom is inherent. In con- 
trast, fact-holders see only self and chaos. Their 
minds need retraining. 

**Fortunately,” Mather writes, “‘conceptual think- 
ing is not nearly as esoteric as many seem to be- 
lieve. The human brain normally and constantly 
scans the sense data of experience to select those 
that seem to have significance. Patterns are per- 


ceived in the regularities of occurrence or relation- 
ship. Concepts that explain, or account for, the ob- 
served regularities and patterns are a result of the 
natural functioning of the brain. Even the simplest 
and most primitive of concepts lead to prediction 
and further observation and generalization.” 

Mather does not imply that it will be easy to en- 
large the use of conceptual thinking. He notes the 
many barriers, including the thought that too much 
so-called ‘General Education” is concerned solely 
with the acquisition of facts. Still, he believes, scien- 
tists can help by proclaiming with a unanimous 
voice that man’s mind can be trained to search for 
basic concepts. When found, these concepts can be 
shared by all men for the purpose of bringing order 
out of chaos. 


Like a Fond and Proud Parent 


THE PRIESTHOOD, from which medicine sprang, has 
decided to emulate the example of the American 
Academy of General Practice. A report from Dr. 
William F. Putnam, secretary-treasurer of the New 
Hampshire chapter of the Academy about a recent 
development in the Congregational Christian Con- 
ference at Concord, New Hampshire will be of 
great interest to Academy members. Dr. Putnam 
has had many talks with his friend The Reverend 
Frederick W. Alden, Minister of the Congrega- 
tional Christian Conference about the goals and 
activities of the American Academy of General 
Practice. Out of it, the good reverend received a 
temporal inspiration. Result: The Reverend Alden 
has announced the creation of “The Academy of 
Parish Practice” which is designed to further post- 
graduate education for ministers of the gospel. 


Chlorpromazine for Control of Excitement 


CHLORPROMAZINE (Thorazine) has recently been re- 
ported to have exceptional value for control of 
almost any kind of severe excitement associated 
with psychoses. Thus Lehman and Hanrahan tried 
the drug in seventy-one psychiatric patients—were 
“particularly impressed with the favorable results 
in . . . manic-depressive patients in a chronic manic 
state, all of whom had been continuously manic or 
hypomanic for more than a year and had previously 
failed to respond to standard therapeutic pro- 
cedures or had had only brief remissions.” In their 
article in the Archives of Neurology and Psychiatry 
for February, 1954, these authors described the 
action of chlorpromazine as follows: 


“Psychomotor excitement is usually reduce! 
significantly within 24 hours, and sleep at night i. 
often restored within the same period. Feediny 
problems disappear rapidly, and the patient soo 
becomes co-operative to nursing care. The psychi- 
atrist is surprised to find his manic patient amenable 
to reason.” 

For a drug having these effects, it was logical to 
extend its use to delirium tremens and the psycho- 
motor agitation of acute alcoholism. Its value for 
this purpose was described by Albert and associates 
in the Medical Annals of the District of Columbia for 
May, 1954. They wrote: “The ideal agent (for 
acute alcoholism) would be one that would relieve 
the patient of his excitation without causing too 
much depression or subsequent release, and which 
would permit him to help in his own management. 
The latter is particularly important in a hospital 
ward where many such patients are managed at one 
time.” From the description of results, chlorpro- 
mazine comes close to being that ideal agent. 

The drug was given by various routes—intra- 
venous, intramuscular, oral—had the disadvantage 
that a tendency to orthostatic hypotension some- 
times resulted from intravenous administration. 
This undesirable side effect was not observed after 
intramuscular or oral administration. Although the 
drug did not seem to shorten the time required to 
overcome the excitatory state of these alcoholics, 
their management was greatly facilitated. Albert and 
his associates stated: “It was . . . highly effective in 
controlling the acute mental and physical aberra- 
tions associated with these states (delirium tre- 
mens, psychomotor agitation)—the drug inducing 
a sleeplike state from which the patient could be 
easily aroused to take required nourishment and 
fluids.” 

Regarding the patient’s subjective impression of 
chlorpromazine, the authors had this to say: “Many 
of our subjects were chronic alcoholics and their 
reaction to the drug may be of interest since most 
of them have previously received either barbiturates, 
paraldehyde, or both. The general consensus is 
highly favorable, and probably most important was 
the comment that ‘you are not nervous after you 
come out of it the way you are with paraldehyde.’” 

From these preliminary reports, it looks as 
though chlorpromazine is a valuable addition to 
methods for controlling some pretty difficult pa- 
tients. It is sincerely to be hoped that additional 
experience with the drug will bear out these initial 
findings. Any physician who has had to treat an 
excited alcoholic will quickly agree. 
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Antibiotic Prophylaxis in Chronic Di 


LonG-TERM administration of a sulfonamide or an 
antibiotic is now widely accepted as a valid method 
for prevention of streptococcic infections in rheu- 
matic fever subjects. The object of course is the 
prevention of renewal of activity of the rheumatic 
state. Somewhat similar techniques have been ap- 
plied in cases of chronic bronchopulmonary dis- 
eases, with a view to lessening the tendency to 
exacerbations of respiratory infections. More re- 
cently, McVay and associates at the University of 
Tennessee College of Medicine have applied the 
method to two other groups of patients—diabetics 
and those having chronic congestive heart failure. 

In discussing chronic congestive heart failure, 
in the American Journal of the Medical Sciences for 
November, 1953, McVay and his co-workers noted 
that respiratory infections commonly precipitate 
heart failure in elderly persons. In fact, such infec- 
tions and heart failure often constitute a vicious 
circle that leads inexorably to general deterioration. 
In the Annals of Internal Medicine for February, 
1954, similar comments were made about the bad 
influence of infections on the course of diabetes 
mellitus—with the additional thought that urinary 
tract infections are also important in that disease. 

It therefore seemed logical to these investigators 
to see what results might be obtained from pro- 
longed administration of a chemotherapeutic agent 
in these two groups of patients. For this purpose, 
they chose chlortetracycline containing methyl and 
propyl esters of para-hydroxybenzoic acid (Para- 
ben)—this latter ingredient having the property of 
controlling overgrowth of Candida albicans. The 
dose employed was 250 mg. of chlortetracycline 
twice a day, thirty minutes to one hour before 
breakfast and again two hours after the evening 
meal. As a control method, alternate patients re- 
ceived placebo capsules identical in appearance to 
the chlortetracycline, and neither patients nor 
physicians knew which preparation a given in- 
dividual was receiving. 

In the category of chronic congestive heart fail- 
ure, seventy-three patients received chlortetra- 
cycline and seventy-six patients received the 
placebo for an average period of twenty months. In 
the case of diabetes mellitus, there were ninety-four 
patients in the chlortetracycline group and ninety- 
five in the control series, with an average period of 
observation of 19.5 months. 

Results were significantly good in both groups 
of chlortetracycline-treated patients. The chief 
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objective effect of the drug in the heart failure pa- 
tients was a decrease in the frequency of respiratory 
infections. Among the diabetics, there were reduc- 
tions in the incidence of (1) respiratory infections, 
(2) urinary infections, (3) positive cultures ob- 
tained in random catheterized urine specimens, and 
(4) number of hospitalizations. In both groups, 
more patients felt subjectively improved as a result 
of taking chlortetracycline than as a result of taking 
placebo capsules. Side effects from the drug were 
not a problem, and there were no toxic effects upon 
bone marrow or liver function. 

The results of these studies seem important for 
two reasons. First, gaps in knowledge were filled in, 
regarding the effect of long-term administration of 
this broad-spectrum antibiotic. Certain anticipated 
hazards did not materialize—particularly, infections 
with bacteria made resistant to the drug, and over- 
growths of Candida albicans. Also there were no 
long-term toxic effects, and unpleasant side reac- 
tions were minimal. 

Second, in view of the increasing prevalence of 
chronic degenerative diseases in our aging popula- 
tion, there is strong need to devise methods that 
will limit the incapacities caused by such diseases 
and that will correspondingly improve the physical 
and economic stability of the afflicted. Prolonged 
administration of chlortetracycline is one approach 
to good preventive medicine in a difficult field. 


Compensability of Myocardial Infarction 
THE TWO MAIN CAUSES of acute myocardial infarction 
are (1) coronary artery thrombosis, and (2) pro- 
tracted coronary insufficiency provoked usually 
by a combination of increased cardiac work (for 
example, during exertion) and pre-existing coronary 
artery disease (for example, atherosclerosis). It is 
generally agreed that coronary artery thrombosis 
usually occurs in its own time, without reference to 
immediate influences of environment or activity. 
However, in the opinion of some students of the 
problem, unusual exertion or emotional excitement 
may occasionally cause acute coronary occlusion. 
Whether or not this is so, certainly protracted 
coronary insufficiency may appear under a variety 
of environmental circumstances to which it has an 
immediate relationship. In any event, when myo- 
cardial infarction develops during working hours, it 
may well deserve consideration as a compensable 
illness. 

In his article on “Coronary Artery Disease in 


Industry,” in Industrial Medicine and Surgery for 


February, 1954, Garnett discusses some of the 
difficulties of adjudication of compensation cases 
based on myocardial infarction. There he empha- 
sizes that the number of such cases is steadily in- 
creasing and that the mechanisms for their ad- 
judication are inconstant and, in some ways, 
inconsistent with facts. He warns, “Unless some 
means can be found whereby each case can be de- 
cided honestly and consistently without bias, and 
upon its merits, we appear to be headed for medicole- 
gal chaos in this particular field of jurisprudence.” 

Garnett believes that the solution to this problem 
must come from four spheres of activity. Foremost 
is the need “for the medical profession to set its 
house in order . . . and establish criteria for use in 
the adjudication of cases of myocardial infarction 
allegedly arising out of and/or caused by employ- 
ment.” Second, he points to the antiquity and in- 
adequacy of most compensation laws and to the 
corresponding need for legislative revision. How- 
ever, in his third point, he notes that legislative 
action is in itself not enough. There must be better 
methods for the administration of the laws, including 
provision for a panel of qualified physicians whose 
opinion would afford a basis for unbiased and sound 
decision. 

The author’s fourth and final point concerns dis- 
covery of a means for combating growth of a philos- 
ophy that he abhors—‘‘a philosophy . . . that work 
in general is harmful.” He states, “The growth and 
acceptance of this philosophy have unquestionably 
caused more people to assume that the cause, de- 
velopment and aggravation of some diseases was 
brought on solely because they had to work for a 
living. They seem to labor under the delusion that, 
were they financially endowed from the cradle, there 
would be no grave.” 

Garnett has no suggestions for prevention of the 
spread of this philosophy, but he warns that “we as 
physicians should be on guard lest we encourage 
it by inadvertently insinuating or suggesting that 
work per se is to be condemned.” Certainly in com- 
pensation cases, the attitude of some physicians 
suggests that they sympathize with this philosophy. 
They seem too ready to support claims arising out 
of heart attacks that happen on the job. Unfor- 
tunately, they are encouraged in this tendency by 
some segments of organized labor. 

All of this creates an unpleasant dilemma for em- 
ployers. On one hand, their aid is being enlisted 
in campaigns for rehabilitation and re-employment 
of cardiac patients. On the other hand, there is 
obvious financial risk if re-employed patients suffer 


new attacks of heart disease while at work, ani 
establish claims for compensation because a pre- 
existing disease has been aggravated by work. Sucii 
risks must be reduced or, as Garnett says, “ . . . the 
continued insistence upon penalizing industry for 
cases of a questionable aggravation of a pre-existing 
disease will eventually lead to more strictly enforced 
regulations of non-employment for men over 40 years 
of age regardless of their skilled qualifications.” 


For Improvement of World Health 


AS PHYSICIANS, all of us want to help in the efforts to 
improve the health of people who live in parts of the 
world that are less fortunate than ours. If we are to 
attain this goal, it is well to remember that improve- 
ment of health depends upon more than doctors and 
drugs. For example, Dr. Leonard A. Scheele, in 
delivering the Twenty-sixth Kober Lecture, spoke 
of the interdependence of health and economic 
development. 

For a case presentation, Dr. Scheele selected the 
story of some events connected with the building of 
the Pan American Highway. In parts of Central Amer- 
ica, work on the highway was retarded because of 
poor productivity by laborers recruited from native 
populations. It was suspected (with good reason) 
that these workers were inadequate because they 
subsisted on diets that were deficient in several es- 
sentials. The reason for the poor diets was not an 
inability to grow food in the countries in question. 
Rather, the poor quality of roads and other means 
of transportation made distribution of food a dif- 
ficult problem. So, the situation could be summed 
up like this: 


Poor Roads ——> Inadequate Distribution 
of Food 


Low Productivity <———— Deficient Diet 


This was a vicious circle that the highway itself 
could be expected to break, but the highway first 
had to be built. Therefore, the problem was attacked 
at the only assailable link in the circle; food was 
brought in by every means possible to supply the 
workers with a good diet. The results have been 
like this: 


Good Diet ——— Increased Productivity 


Good Distribution 
of Food <-————— Good Roads 
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In another part of his lecture, Dr. Scheele point- 
ed out that the challenge to Medicine for improve- 
ment of world health is as much to increase food 
supplies and expedite their distribution as to con- 
trol disease. His story of the Pan American High- 
way is just one example of the fact that ignorance, 
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Cancer Detection—A Problem of Motivation 


Tuis issuz of GP contains two articles that discuss 
the family physician’s responsibilities in the pro- 
gram for control of cancer. The article by Dr. 
Frank L. Rector presents the viewpoint of a physi- 
cian who spent twenty-three years in the field of 
cancer education. Its companion piece, by Dr. J. S. 
DeTar, strongly shows the influence of years of 
experience in thoughtful, effective general practice. 

Both of these essays emphasize the well known 
fact that early detection and prompt treatment of 
cancers are dependent most of all upon general 
practitioners. Since they take care of the great 
majority of sick people, it naturally follows that 
general practitioners have the most opportunities 
for diagnosis of cancer. The phrases, “every physi- 
cian’s office a cancer-detection center,” and “the 
general practitioner’s office is the first line of de- 
fense,”” may seem trite to those physicians who have 
accepted them long ago, but they will bear repeti- 
tion until all physicians have put them into prac- 
tice. The fact is that this ideal has not been reached, 
as evidenced by the critical statements in the 
magazine article from which Dr. DeTar quotes at 
some length. 

Comparatively little is needed for the attainment 
of the ideal. In the words of Dr. DeTar, ‘The 
family physician needs only his eyes, his hands, a 
few simple instruments, and a high index of cancer 
suspicion in order to detect the symptoms of most 
early cancers.” Good examinations for cancer are 
thus easy to do. Finding the time to do them is 
another matter. However, both Dr. Rector and Dr. 
DeTar have good suggestions for this purpose. 
They urge essentially that all physicians adopt the 
strategic method of the periodic check-up—by ap- 
pointments at special times—for their patients. 

One more factor is necessary—motivation. Physi- 
cians must wané to find cancers before they can be 
expected to maintain a high index of suspicion and 
to examine all their patients carefully. Such motiva- 
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EDITOR'S 


poverty, hunger, and sickness are inextricably 
bound together. To meet their challenge, physi- 
cians need a sympathetic understanding of health 
(or sickness) in terms of all environmental factors 
which are involved—physical, biologic, economic, 
and social. 


tion can be developed only from the conviction that 
early detection leads to an improvement in chances 
for survival. Unfortunately, in regard to the more 
lethal forms of cancer, that conviction is not to be 
derived by a general physician from experiences 
with his own patients, As an_example, consider 
carcinoma of the stomach. The average general 
practitioner sees comparatively few cases of stomach 
cancer, and almost all of them turn out badly. No 
wonder, then, that he is pessimistic. In an editorial 
in GP for March, 1954, comment was made about 
the destructive effect of this pessimism. There it 
was noted that a physician’s inclination to be 
secretive with his patients about a diagnosis of 
cancer may indeed be a reflection of an attitude of 
hopelessness toward cancer. The thought was pre- 
sented that this attitude may adversely influence the 
doctor’s motivation toward early detection of cancer. 

Nevertheless, larger experiences, reported from 
hospitals and clinics, provide data that show that 
chances for survival are improved when cancers are 
diagnosed early and treated without delay. Those 
experiences can provide the needed motivation for 
a general practitioner, but in a sense, he has to 
accept them on faith—never an easy thing for a 
scientific man to do. Still, such acceptance is in- 
dispensable to fulfillment of the dogma expressed by 
Dr. Rector as follows: 

**The family physician has the duty not only to 
examine his patients for cancer as a part of his pro- 
fessional services to the community, but also to 
follow through on all his suspicious findings until 
cancer is proved or ruled out. A physician is never 
justified in taking a ‘watchful waiting’ attitude 
toward any abnormal physical condition suspected 
of being cancer.” 

Of course the day will come when better ways of 
curing cancers may make this dogma obsolete. 
Until then, physicians must believe—on faith or 
otherwise—that early detection and quick follow 
through may make the difference between survival 
and death for an individual cancer patient. 
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Chat Fatal First Twenty-Four Hours in Head Injury 


BY WILLIAM R. CHAMBERS, M.D. 


Atlanta, Georgia 


The local physician or surgeon sees and must give emergency treatment fo the vast majority 


of our ever-increasing head injuries. Every case is an emergency. Forty-five per cent of deaths occur 
in the first twenty-four hours, and the stage is set in this period for many more. Good management, 
from the first, is essential and can only be accomplished with the co-operation of all parties concerned. 


TuE only reason I have had the temerity to invite the 
interest of the general medical profession in another 
paper on this subject of head injury, is that for 
more than three years I practiced neurosurgery at a 
confluence of main highways into the great city of 
Chicago. Here, traffic being what it is, head injuries 
poured into hospitals by the hundreds. Here, I 
learned to be very humble about my own knowl- 
edge and my abilities, and respectful of the opinions 
of general surgeons, orthopedists, and practitioners 
whose years of experience in that community had 
given them wisdom and perspective. 

I have had what at the time was a humiliating 
(but which in retrospect is a comico-ridiculous) 
experience of sitting at the bedside of a golden- 
haired 2-year-old, watching her condition apparent- 
ly deteriorate hour by hour, finally ordering her to 
the operating room, only to have her, as they lifted 
her onto the operating table, wake up, sit bolt 
upright, and call for her mommy. I have also had 
the poignant, tragic experience of having an 8-year- 
old boy enter the hospital with no signs but a 
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fixed, dilated pupil on the left, and a headache, 
following head injury. There he was, standing in 
his bed, conversing freely and intelligently. By 
next morning he had developed some small, elusive, 
convulsive twitching of his right arm, and it was 
with a great deal of soul-searching as to my own 
motives and judgment that I sent him to the 
operating room, where his respirations ceased just 
as the anesthetic was started, and quick exploration 
on the left revealed an extradural hematoma about 
two inches thick. 

It is from many such baffling experiences that I 
have prepared a few remarks—impressions in retro- 
spect, rules I wish I had always followed—to share 
with you. 

Of one thing I am convinced: 

In 1949, it was estimated by the National Safety 
Council that there were 98,000 fatal accidents in 
the United States. In his recent book on Skull 
Fracture and Brain Injury, Mock ascribes approxi- 
mately 30 per cent of these to craniocerebral injury. 
Thus, approximately 30,000 brain injury deaths 
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occur in this country every year, 65 per cent of 
them in the villages, hamlets, and at the crossroads, 
at a distance from large centers. They are your 
problem, the problem of every general practitioner 
and general surgeon in every community, regard- 
less of size, situations, or facilities. As much as any 
emergency in medicine, on what ycu do, depends 
the outcome. 

Just as in football, it is said, the success or failure 
of the forward pass is decided during the first three 
steps the receiver makes, in overcoming obstacles, 
and outsmarting the opposition, so the initial 
treatment of the head injury is all important. At 
least 45 per cent of the deaths from head injury 
occur in the first twenty-four hours, and 60 per 
cent of these occur in the first six hours. Unless the 
first physician called has a clear idea of what to look 
for and what to do, the same high mortality will fol- 
low inept treatment as one would expect from poor 
management of diabetic coma or hemopericardium. 
In the one, as in the other, the individual physician, 
though he may see only an occasional case, must be 
prepared in advance. 


Let us take an actual case. A young mother is 


rushing home from work to her two children in a 
busy industrial city of 35,000. A passing car hits her 
a glancing blow, and she is hurled to the curb, 
striking the side of her head. She is rendered im- 


mediately unconscious, and arrives at the city’s 
well-equipped hospital a half hour later, deeply in 
coma, pulse rapid and weak, respirations stertorous 
and wet, blood pressure 80/50, no lateralizing. or 
localizing signs. What to do? 


MANAGEMENT—FIRST SIX HOURS 
. Airway 
Shock 
Hemostasis—simple 
Rest 
Find other injuries—Treat simply—took in orifices 
. Observation 
. Restraint—No sedation 
. Prevent complications—Get the history! 
. Treat as an emergency 


> 


The young physician in this case, being assigned 
to “emergency” as the newest member of the staff, 
fortunately was eager, and was at the bedside within 
minutes. I cannot overemphasize how important 
this is. It will not do to finish supper or complete 
that next call. In so many of these cases the op- 
portunity 1s now. 

As the first consideration, you will see I have 
placed airway ahead of shock. This was learned 
from hard experience, not textbooks. An obstructed 
airway will kill in minutes, shock in a half hour or 
more. 

Hemostasis should be of the most simple sort, 
with hemostats left on large bleeders, or a few quick 
ties made. Associated injuries, such as pneumo- 
thorax or fractured jaw may influence the respira- 
tory exchange, while rupture of a viscus or fracture- 
dislocation of the cervical spine may assume 
precedence over the head injury. 

Restraint, gentle, sympathetic, and manual is 
better than shackles. But no matter how the hospital 
complains or the relatives beg, never, never is seda- 
tion given if it can be avoided. If any sedation is 
used, paraldehyde is the drug of choice. 
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So often the history is essential. An epileptic may 
have a head injury, and that cpnvulsion he develops 
may be an expression of his disease, not a directive 
to open his head! Distraught relatives, bored police- 
men, and witnesses to the incident, apprehensive 
that they may become involved, must be prodded 
for information lest some all important fact come 
to light too late. 

One young man, while traveling alone on a train, 
became increasingly drowsy and remarked to the 
porter that he had a headache. When he could not 
be aroused, the train was stopped and he was 
carried to the hospital. Spinal tap revealed a grossly 
bloody spinal fluid under pressure. There were no 
localizing signs. Subarachnoid hemorrhage, of 
course! 

It was only after the young man was dead of extra- 
dural hematoma that a relative came forward with 
the information that he had fallen downstairs just 
before starting his trip, was momentarily uncon- 
scious, but insisted on catching his train! 

Antitetanus and gas serum, antibiotics, and 
other preventives must not be neglected. 

To come back to our young doctor and his pa- 
tient, let us see how he followed through on some 
of these considerations: 


AIRWAY 
a. Position—Never face up 
b. Tongue and foreign bodies 
Aspiration—Bronchoscopy 
d. Tracheotomy 
e. Postural drainage—ff tolerated. 


In attending the airway he placed the patient on 
her side. How many patients I have pulled through 
a head injury only to have them die from aspiration 
pneumonia because an uninstructed nurse thought 
there was only one way to place a sick patient—on 
his back! How many times I have heard the excuse, 
“But doctor, I couldn’t give the intravenous you 
ordered unless the patient was face up!” Head in- 
jury patients are likely to vomit, and with the next 
breath suck a mouthful of highly infected hamburger 
into their lungs. They can’t do it if they are prone, 
not supine! 

Coma patients are inclined to swallow their 
tongues, but they can’t do it if the face is inclined 
—down! They won’t inhale a loose tooth, either, 
or that wad of tobacco or chewing gum. 

Our young doctor called for a suction machine, 
too, and with a soft catheter pulled long strips of 
mucus from the throat. (In this case bronchoscopy 
but not tracheotomy was eventually required.) 
Meanwhile, he turned his attention to shock. 
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SHOCK 
a. Picture the pathology 
b. Double strength plasma 
c. Serum albumin 
d. Intra-arterial blood transfusion 
e. Oxygen 
f. Apply bandage to abd 


and extremities 
g. Spare the fivids—Save the patient 
h. Salt is contraindicated 


The conception of intracranial pressure due to 
brain swelling after injury is familiar to everyone. 
Edema begins within fifteen minutes of injury and 
progress for twelve to twenty-four hours. The brain 
has too much fluid and functions poorly. 

What of the patient who does well for twenty- 
four hours and then progresses rapidly into coma 
and dies? So often, autopsy reveals only multiple 
petechial hemorrhages and a swollen brain. This 
involves an additional mechanism described by 
Dr. Earl Walker as follows: 

**4 common change following concussion was the 
reversal of direction of flow in the veins . . . There 
followed a period during which the blood oscillated 
back and forth. If the vessel was small, stasis might 
develop, followed by increased permeability of the 
vessel walls, loss of plasma, and the packing of red 
cells in the affected vessel. Shortly after this ... 
other clumps were jammed into it, and the vessel 
became occluded.” Multiple infarction, widespread 
insult, and renewed swelling explain the late edema. 
This gives the attending physician a double res- 
ponsibility, namely, to remove fluid initially, but to 
replace it as quickly as he safely can to prevent this 
*sludging” and thrombosis. 

In the presence of shock, the physician finds him- 
self in a dilemma, wanting to pour in the fluid on 
the one hand, and fearing cerebral edema on the 
other. He must realize that his purpose is to refill 
the empty blood vessels, nothing more. Not once, 
but often I have seen a patient picked up from 
shock by the intravenous administration of five or 
six or even ten pints of plasma and blood, only to go 
into immediate vascular and respiratory collapse 
from central loss of function. As I have become 
more experienced, I have learned that a relatively 
small hypertonic intravenous, such as serum albu- 
min, will draw lost water back into the blood vessels, 
check the overaction of the choroid plexus, and 
relieve vascular hypotension far more effectively. 

Intra-arterial blood transfusion is much more 
effective than intravenous transfusion, especially if 
given into the carotid artery. Elastic binders around 
the legs and the abdomen reverse peripheral vaso- 


dilatation and are a valuable assist to fluids. As 
soon as shock is over, isotonic fluids may be given 
slowly and sparingly. Excess salt should be shunned 
for obvious reasons. 
REST 

a. Bring the surgeon to the patient 

b. No x-ray—Portable occasionally 

c. No disrobing—No bath 

d. No suture—Shave and wash entire scalp— 

Apply sterile dressing 

e. Minimal emergency treatment of associated injuries 

f. Special nurses 

I admired my young doctor for one other thing. 
Although it was forty miles to his hospital, he asked 
me to come there to see his patient. In serious head 
injury, whenever at all possible, the surgeon should 
go to the patient and not the patient to the surgeon. 
It would be ideal if every smaller medical com- 
munity had a neurosurgical counselor, a man suf- 
ficiently dedicated to his work to be willing to come 
in serious cases, or to advise freely and generously 
over the telephone at as frequent intervals as might 
be necessary. 

One cannot plead too strongly, in the great 
majority of cases, to let the patient alone. Splint 
long bone fractures, aspirate pneumothorax, apply 
halter traction to fracture-dislocation of the neck, 
yes, but do not risk an anesthetic for any procedure 
for several days,.even if the head injury appears 
slight, unless you must to save the patient’s life. 


OBSERVATION 

. State of consciousness 

. Vital signs 

. Progressive neurologic deficit 

. Increasing headache and/or vomiting 

. Increasing spinal fluid pressure—Papilledema— 
No Queckenstedt! 

. Pattern of convulsion 

. Severe dehydration 

. Rule out: Alcohol, diabetic coma, infection, uremia, lead 
encephalopathy, etc. 

So often we have heard of the necessity of careful 
observation. What for? And how can you “observe” 
an unconscious patient? That depends on how 
alert, observant, and purposeful is the original 
neurologic examination. My young doctor, of whom 
I relate this story, had already determined that 
under the stimulation of noxious stimuli (supra- 
orbital pressure) the patient could, on admission, 
move all four extremities. He was able to tell me 
that she would react to her name shouted loudly in 
her ear. He had observed that the pupils initially 
were equal. There was no papilledema. He had 
taken each armand dropped it toward her face, and 
noted that each retained enough tone so that it 


veered away from her features. While the reflexes 
were greatly depressed, he reported that he could 
at first obtain a flicker of a knee jerk and a biceps 
jerk on both sides. 

He had insisted on the nurses taking pulse, 
respiration, blood pressure, and temperature every 
half hour, and charting all of them on one sheet in 
graphic form. What a satisfaction it was to see this 
doctor’s work! 

With this fine background, my examination 
showed a marked change. She no longer reacted to 
her name. The tone in the left arm had disappeared, 
and the right pupil was larger than the left. Just as 
helpful was the record of the vital signs, for the 
pulse and respiration, steady for awhile after shock 
was controlled, were now each marching in an 
irregular, jagged, but unmistakable course upward, 
and the temperature had begun to rise. As Houston 
has pointed out from his considerable war experi- 
ence, “As the condition degenerated the pulse 
became more rapid, the temperature more elevated 
and the respiration more rapid and moist.” 

Let me inject a word of warning here. Do not wait 
for a slow pulse and slow respiration, when other 
warning signs are present. It often is too late. Do 
not even wait for localizing and lateralizing signs 
if consciousness is deteriorating and pulse and 
respiration are rising! For as Gordy has stressed, 
localizing signs may be absent in extradural hema- 
tomas near the frontal pole. 
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A beautiful little girl entered the Georgia Baptist 
Hospital this month, having fallen from a slide onto 
the hard ground. She complained of headache and 
vomiting, but when I first saw her she had stopped 
retching and the headache was much better. I 
actually sent her home, giving her mother my tele- 
phone number. Early next morning my phone was 
ringing. The headache and the nausea were back 
again. During three days’ observation in the hospi- 
tal, this little lady never did develop any localizing 
or lateralizing signs, but her headache and nausea 
increased, her pulse and respiration became irregu- 
lar and began to rise, and on the third day she was 
a little drowsier. This I call “triad of trouble”: 
advancing, irregular pulse; advancing, irregular 
respiration; deterioration of consciousness. 

I have come to depend on it. Operation re- 
vealed a large extradural clot, as did operation on 
the patient of my story. Indication for operation was 
discovered; both lives were saved by Observation. 

Serious Signs 

Sign Mortality Sign 

Coma 62% Pulse rate first 4 hrs.: 

Spasticity 79% 40-50 83% 

Paralysis all extremities 75% Resp. rate first 4 hrs.; 

Paralysis lower extremity 63% 5-10 

Babinski (bilateral) 74% 

Divergence of eyes 72% 


Fixed, dilated pupils 69% 
Ecchymosis (occipital) 66% 


Mortality 


100% 
Cheyne-Stokes breathing 91% 
Low systolic pressure 90% 
Compound skull fracture 33%- 
100% 
Interns and residents have often asked what are 
the danger signs to look for. I know of no better 


answer than the list Mock gives in his book, re- 
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peated here in part. Notice that slow pulse and 
respiration, early, almost always accompany fatality. 
That shows that they are late signs and should not 
be waited for. Low systolic pressure is a combina- 
tion of poorly treated shock and central vasomotor 
collapse. Paralysis of one lower extremity is in- 
teresting, and may be an indication of hematoma 
between the hemispheres. 
INDICATIONS FOR OPERATION 
. Deterioration of consciousness. (Dulled perception, 
inappropriate behavior, paresis, aphasia, amnesia, ataxia, 
hemianopsia, distractibility, disorientation, incontinence.) 
b. Disturbed vital signs—Triad of trouble 
c. Persistently high C.S.F. pressure 
d. Increase of headache, especially with restlessness 
e. Appearance of dilated, fixed pupil (?) 
f. Special syndromes—Weakness one arm and bilateral 
Babinski 
Recently a patient, an adult male, was admitted to 
Georgia Baptist Hospital some weeks following head 
injury. He complained of persistent headache and 
his behavior was most inappropriate, such as 
parading before his family in the nude. The only 
neurologic sign ever found was a drift of the left arm. 
Pneumoencephalogram, however, showed  sub- 
arachnoid markings on the left, but none on the 
right. That was all. Operation, however, showed one 
of the thickést subdural hematomas I have ever 
seen, largely confined to the right frontal area. 
How do you know then, when surgery is in- 
dicated? Often you don’t. Long experience gives 
you a kind of instinct about it and some of the guide 
posts are given here in the list above. 
OPERATION 
a. Mortality (10%) rises when surgery is done on more than 
12% or less than 8% 
b. Extradural hematoma—An emergency 
c. Compound, grossly contaminated skull fracture 
d. Intraventricular clots 
e. Massive acute subdural hematoma 
f. Deeply depressed skull fracture with signs 
g. Patient out of shock with signs of deterioration 
Never operate on a patient in shock. In the face 
of signs of deterioration, and characteristic changes 
of pulse and respiration, consider that it is better 
to lose your bet on a look, than to lose your bet on a 
life. The over-all mortality of head injury cases can 
be cut as low as 10 per cent. At any hospital where 
operations are done on more than 12 per cent or 
less than 8 per cent of head injuries, there will 
probably be a higher death rate. The list above 
shows conditions often requiring early operation. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Localized Ischemia in the Lower Extremity 


BY EDWARD A. 
Harvard Medical School, Boston, Mass. 


EDWARDS, M.D. 


A thesis is presented of the circumscribed nature of arterial supply to individual muscles, nerves, 

and skin areas of the lower limb. This explains the possibility of ischemia and necrosis of one of these structures 
while the circulation to the rest of the limb is either normal or only slightly impaired. 

Examples are given of such localized necrosis resulting from wounds of small arteries, but especially 

from arteriosclerosis. The concept is helpful in explaining atypical symptoms in arteriosclerosis, 

but also in allowing extirpation of the necrotic tissue in place of amputation. 


IN sOME cases of arterial interruption by injury or 
occlusive disease, a lack of blood supply can be 
shown to exist wholly or mainly in some circum- 
scribed portion of a limb. The structures in which 
localized ischemia has been encountered include 
certain muscles, nerves, and areas of skin. The 
recognition of this possibility is of considerable help 
in diagnosis. It is even more significant in treat- 
ment, where the recognition that necrosis of a part 
may be due to a circumscribed ischemia brings up 
the possibility of dealing with that necrosis by 
extirpation rather than by amputation. 

This has been a well-recognized concept in the 
abdomen. Thus, it is fully understood that a 
mesenteric artery may be occluded with a resultant 
gangrene of bowel, while the remainder of the aortic 
distribution is uninvolved. Happily, the tissues of 
the limbs are better supplied with collaterals; yet 
here interruption of a branch artery may also result 
in necrosis. 

It will be apparent that considerations of physi- 
ology and pathology must be added to those of 


anatomy to explain the phenomenon. Clinical 
examples of localized ischemia will be given, citing 
some that are produced in the absence of any dis- 
ease of the axial arterial trunk, and others that are 
due to a local exaggeration of disease which affects 
the remainder of the arterial tree of the limb, but 
to a lesser degree. The examples will be drawn from 
disturbances in the lower limbs, where major arterial 
disease is more frequent. 


The Basis for Localized Ischemia 


Muscles. In the muscles, more than in other tis- 
sues, the anatomy of the nutrient arteries, charac- 
terized by a lack of adequate anastomoses, is by 
itself the main basis for localized ischemia. Ana- 
tomic studies by Spalteholz, and lately by the writer, 
have shown that the arterial supply to a muscle is 
an isolated unit. No substantial anastomoses exist 
between such arteries and those of neighboring 
tissues. Some connection is made with the vessels 
of the fascia and skin and, at the bony attachments 
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of muscles, with the arteries of the bones and articu- 
lar capsules; but these connections are fine, and 
ordinarily cannot support much more than the 
connective tissue framework of the muscle. Of equal 
significance is the lack of anastomoses between the 
arteries supplying a muscle when those arteries are 
multiple. Intramuscular anastomoses of varying 
adequacy do exist, however. 

Muscles are divisible into three classes as regards 
the number of their nutrient arteries. Some, such as 
the iliopsoas, receive branches from many sources 
(Figures 1 and 2). One cannot expect to find 
necrosis due to localized ischemia in such instances. 
Nevertheless, that claudication and atrophy is pos- 
sible on this basis will be noted below. 

The second class comprises muscles receiving a 
series of branches from a long segment of a single 
trunk. The superficial femoral artery thus supplies 
the sartorius and vastus medialis, and the anterior 
tibial artery, the tibialis anterior muscle (Figure 7). 
Necrosis and chronic ischemia both may be quite 
easily produced in this group. 

In the third class, the muscles receive one or a 
few branches derived from a sharply localized seg- 
ment of the parent trunk. The rectus femoris and 
gastrocnemius muscles are examples. The former 
receives supply from the lateral femoral circumflex 
artery (Figure 7), and each head of the gastrocnemi- 
us receives a specific branch from the popliteal 
artery. Such muscles are quite vulnerable to 
necrosis. 

Nerves. An adequate chain of longitudinal 
anastomoses exist upon and within the nerve trunks, 
to which neighboring arteries make lateral con- 
tributions (Figures 3 and 4). Disturbance in nerve 
function as a result of localized ischemia is therefore 
due more to lack of tolerance to a diminished blood 
supply than to the anatomic pattern of the arteries. 

Skin. The skin is even more richly supplied with 
anastomoses than are the nerves. Contributions to 
the extensive cutaneous vascular networks consist 
partly of multiple fine branches from deep-lying 
vessels, passing mainly along the intermuscular 
septa, and partly from larger specific cutaneous ar- 
teries given off from the major trunks. Examples of 
the latter are the superficial branches of the femoral 
artery and of the genicular arteries, as well as the 
digital arteries (Figure 5). Localized ischemia in the 
skin occurs most readily in those areas supplied by 
these specific skin vessels, and depends not only on 
damage to such an artery, but also on concomitant 
uarrowing or destruction of neighboring anastomos- 
ing arteries. 
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Figure 1. Distribution of the lumbar arteries 
and parietal branches of the hypogastric artery, anterior 
view, to the muscles of the hip and lower back. 


Figure 2. Distribution of arteries, posterior view, 
to the muscles of the hip and lower back. 
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Figures 3 and 4. 
the nerve trunks 


the lower limbs. 
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Reasons for Varying Response 


Tissue Differences. The nature of response in the 
three tissues varies considerably because of their 
functional differences. The need for blood under- 
goes wide fluctuation in muscle; contracting muscle 
requiring up to twenty times that needed by a mus- 
cle in the resting state. The effect of ischemia may 
therefore be graded from gangrene of the entire 
muscle to focal necrosis, and to even less severity, 
with apparent health during rest, but with 
claudication on use. 

Nerves do not present wide fluctuation in blood 
need and their response is therefore simpler. The 
arterial anastomoses in nerve trunks apparently pre- 
serve them from necrosis due to localized ischemia; 
but evidence of disturbed function is found in pain- 
ful paresthesias, hypesthesia, and muscle weakness. 

In the skin, a severe localized ischemia is sig- 
naled either by infarction, or by a lack of resistance 
to injury, especially bacterial, with secondary 
necrosis, 

Anatomic and Pathologic Variation. Differences in 
ischemia from one individual to another may de- 
pend on anatomic variations in the arterial pattern, 
as well as on the occlusion of vessels which normally 
furnish a collateral supply to the region affected. 
The arterial variations include (1) differences in 
site of origin of specific muscle arteries, and (2) var- 
iations in size and extent of distribution of arteries 
entering into regional anastomoses. 

The origin, in 18 per cent of people, of the lateral 
femoral circumflex artery from the common femoral 
artery rather than from the profunda is an example 
of the first class of variation. Occlusion of the pro- 
funda usually causes severe ischemia of the quad- 
riceps muscle, which is due in large part to inter- 
ruption of flow through the lateral femoral circum- 
flex artery. In an anomalous instance of high origin, 
that vessel lies proximal to any effect of profunda 
occlusion and continues to supply the quadriceps 
muscle. 

The reciprocal relationship between the three 
major arteries of the leg and foot constitutes an im- 
portant example of the second class of variation 
(Figure 6). The arteries are the anterior tibial, the 
posterior tibial, and the peroneal. The dorsalis pedis 
artery, which is the continuation of the anterior 
tibial, completes an anastomosis with the posterior 
tibial through the plantar arch. In most individuals, 
the anterior tibial is the major artery at the ankle 
and foot. In some, this artery is attenuated, and the 
dorsalis pedis small or absent, the posterior tibial 
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becoming the major source of supply to the foot. 
In an occasional limb, the anterior tibial is abridged, 
ending in the lower half of the leg; the peroneal then 
sends a large perforating branch to become the 
main pedal artery. Rarely, the perforating branch 
of the peroneal artery may enter the lower anterior 
tibial artery to reinforce it. The peroneal may be 
much larger than the posterior tibial artery in the 
lower part of the leg, and may send a large anas- 
tomosing branch to that vessel at the ankle. It will 
be apparent that the effect of occlusion of one of the 
major leg arteries or of their branches must vary 
according to the original importance of that vessel 
prior to the occlusion. 


Clinical Examples: Muscles 


Acute Arterial Obstruction. Sudden occlusion of an 
artery may produce necrosis of a variable portion of 
the limb musculature, according to the vessel in- 
volved and the state of the collaterals. These reac- 
tions are classified in Figure 7. Distal necrosis a re- 
fers to the irregular upper limit of gangrene pro- 
duced by occlusion of the major artery. Localized 
necrosis in such cases is represented by total or 
near total necrosis of individual muscles above the 
limit of gangrene of the remainder of the tissues. In 
the example shown, thrombosis of the femoral artery 
produced necrosis of almost all of the sartorius and 
rectus femoris muscles, and much of the vastus me- 
diatus, while the upper portions of the other mus- 
cles survived because they are supplied from addi- 
tional sources. 

Necrosis of an entire muscle group is exemplified 
in b by the death of the tibialis anterior, the extensor 
digitorum longus, and the extensor hallucis longus 
in occlusions of the anterior tibial artery. This has 
been observed in war wounds of this artery, as well 
as in the so-called anterior tibial syndrome in less 
severe injuries. 

Necrosis of a single muscle, the rectus femoris, is 
shown in c. Each head of the gastrocnemius may be 
similarly affected, especially in war wounds of the 
single artery supplying each of these muscles. 

Focal necrosis (d) results when occlusion has 
given rise to ischemia not profound enough to cause 
death of the entire muscle. It is seen most frequently 
in the calf muscles in patients with arteriosclerosis 
when gangrene proper is limited to the toes or foot. 

The major symptom of severe muscle ischemia is 
a constant aching or cramping pain over the af- 
fected muscle, spreading both upward and down- 
ward. Objectively, the part may be swollen, and the 
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Figure 5. Arterial supply to the skin of the lower limbs. 
Major source of the cutaneous vessels are labeled. 


Figure 6. Variations in the major arterial supply to the feet. 
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Arteriosclerosis 


muscle palpably tender, and in a hard state of con- 
tracture (rigor) with limited motion. The contrac- 
ture wears off in a day or two, through autolysis i) 
the muscle dies, through recovery if the circulatio:: 
is re-established. 

The treatment of necrosis, other than the foca! 
variety, is by extirpation of the involved muscle. In 
distal necrosis, this means amputation with addi- 
tional resection of any individual muscle necrosis 
at a higher level. In unitary or group necrosis, exci- 
sion of the necrotic tissue by a longitudinal incision 
can be done without the necessity of amputation. 

Arterwsclerosis. Knowledge of the circumscribed 
nature of the arterial supply to muscles aids in un- 
derstanding some of the peculiarities of intermittent 
claudication caused by arteriosclerotic narrowing or 
occlusion. 

The claudication, first of all, may seem atypical in 
that it is associated with palpable pedal pulses. 
Symptoms are due in these instances to occlusion of 
branches, subsidiary to the main trunk, responsible 
for supply to certain muscle groups. In some, the 
specific occlusions have been verified by x-ray ar- 
teriography during life, or by post-mortem dissec- 
tion. Many patients with these symptoms have been 
observed over several years, and the progression and 
spread of their ischemia leaves no doubt that the 
original presence of the pedal pulses was not a valid 
bar to the diagnosis of arteriosclerosis. 

The diagnosis of muscle ischemia in these pa- 
tients is made by the typical relation of the pain to 
exertion, and its prompt relief by rest. In many 
cases, there is also atrophy of the involved muscles. 
The diagnosis of arteriosclerosis is strengthened by 
finding a systolic murmur over the terminal aorta 
or over the iliac or femoral arteries, asymmetry of 
the pedal pulses or of the oscillometric readings ob- 
tained at the calves and ankles, or by the presence 
of coldness or blanching of the feet. Pearl, in 1937, 
observed that the pedal pulses may disappear after 
exercise in these patients. This has recently been 
confirmed through oscillography by Ejrup and by 
McDonald and Semple. 

The location of the claudication pain may be 
atypical. Examples are the aortic-hypogastric syn- 
drome and the deep femoral artery syndrome. In the 
first syndrome, the pain of claudication may be 
located in the gluteal region and lower back. This 
has long been recognized as part of the symptoma- 
tology of occlusion of the lower part of the aorta. 
Because of the nature of the arterial supply to the 
muscles of these regions, one might predict that 
similar symptoms on one side or both could be 
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Figures 1, 2, and 7 courtesy of Surgery, Gynecology and Obstetrics. 


Figure 8 courtesy of Archives of Internal Medicine. 
Figures 9 and 10 courtesy of New England Journal of Medicine. 


CREDITS 


Figure 8. Sound and x-ray arteriograms of a patient with claudication pain in the hips. The 
hypogastric arteries are occluded, with persistence of a lumen only in their obturator branches. 
The systolic murmur is loudest at the area of narrowing of the left external iliac artery. 

The electrocardiogram and pulse waves determine the pulse phase of the registered murmur. 


caused by a more localized obstruction of the hypo- 
gastric artery and only the lumbar branches of the 
aorta (Figure 8). This is confirmed by the occasional 
occurrence of unilateral high claudication pain and 
muscle atrophy. Auscultation in such patients fre- 
quently reveals a systolic murmur over the iliac 
vessels of the affected side. Finally the lesion may be 
demonstrated by aortography. In many instances, 
clinical examination and arteriography reveal pa- 
tency of the external iliac and femoral channels. 
Occlusion of the deep femoral artery causes clau- 
dication pain in the thigh, invariably situated in the 
adductor region, and usually also in the quadriceps 
muscle. Lack of symptoms in the quadriceps de- 
pends upon the occasional, separate, high origin 
of the lateral femoral circumflex artery. Rarely, pain 
is also felt posteriorly. Atrophy of the correspond- 
ing muscles accompanies the pain (Figure 9). 
Another facet of the claudication problem, ex- 
plained in part by the lack of adequate anastomotic 
pathways for muscles, is the frequent failure of 
amelioration of this symptom after sympathectomy 
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in an arteriosclerotic patient, even when the circula- 
tion to the toes and superficial tissues of the foot 
has been obviously improved. 


Clinical Examples: Nerves 


A clear example of nerve necrosis due to a lo- 
calized ischemia is that of the superficial peroneal 
nerve in the anterior tibial syndrome. 

Lesser degrees of ischemia result in pain, pares- 
thesias, hypesthesia, and muscle weakness by in- 
volvement of the large nerve trunks in arteriosclero- 
sis. Several such examples are given by Fetterman 
and Spitler, and by Roberts. It is difficult to prove 
the causation of such effects by localized ischemia, 
except in the instances where amputation for gan- 
grene is required, and examination discloses occlu- 
sion of the vasa nervorum of the tibial or peroneal 
nerves above the level of distal necrosis. 

A sudden onset of neuritic pain and palsy, in the 
distribution of the sciatic, tibial, or peroneal nerves 
in an arteriosclerotic patient, is very suggestive of 
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Figure 9. Muscle atrophy due to arteriosclerotic occlusion 
of specific arteries. In A, the lower aorta and hypogastric arteries 
were occluded. In B, the right common iliac was occluded. 


Arrow points to atrophy of right buttock. In C, there was occlusion 


of the left deep femoral artery. The main arterial trunk 


remained patent, with good dorsalis pedis pulsation. The arrows 


point to atrophy of the adductor and quadriceps muscles. 
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Figure 10. Spontaneous cutaneous infarction in a diabetic 
woman with arteriosclerosis. A shows the lesion ten days 
after onset. In B the arrow points to an atheroma 


in a genicular artery supplying the area. © shows healing by 


skin graft after excision and sympathectomy. 


localized ischemia through thrombosis of a nutrient 
artery. Occasionally the symptoms merge with 
clearly recognizable signs of occlusion of a larger 
artery, strengthening the view that thrombosis of a 


small vessel was responsible for the initial nerve 


difficulty. 


Clinical Examples: Skin 


Examples of localized ischemic necrosis of skin 
may be seen in essential hypertension and in ar- 
teriosclerosis. Necrosis in the hypertensive may oc- 
cur anywhere over the legs in the form of small 
painful ulcers. These have been described by Hines 
and Farber. They are probably caused by occlusion 
of arterioles and small arteries. Spontaneous heal- 
ing after a protracted course is the rule. 

Localized ischemic ulceration in the arterioscle- 
rotic is favored particularly by the presence of dia- 
betes, and after cerebral vascular accidents. Infection 
in the presence of ischemia is undoubtedly causa- 
tive in many patients, especially if diabetes is pres- 
ent, with its special susceptibility to infection. In 
others, thrombosis of cutaneous arteries may be 
postulated. 

Cutaneous infarction has been observed on the 
dorsum of the foot, on the leg, occasionally on the 
toes, and rarely on the trunk. Many so-called 


“cracks” of the heel are examples of the same lesion. 
The first symptoms are burning or itching in the 
affected spot, which is seen to be elevated and 
purple or blue. Within a day or two, ulceration 
begins. Whether or not infection is primary, 
secondary infection is of great significance, and is 
seemingly responsible for progressive enlargement 
of the ulceration. The lesion increases mainly in its 
width, and is surrounded by an areola of cellulitis. 
For a long time, the process is limited by the deep 
fascia, a condition favorable for excision. 

Lesions only a few millimeters in size will usually 
heal spontaneously or after sympathectomy. Wet 
saline dressings and antibiotics may help. Larger 
lesions offer a poor prognosis, and delay often al- 
lows the lesion to expand to the point where exci- 
sion will endanger the skin of. the distal part. 
Procrastination may also allow slough of the deep 
fascia, with exposure and secondary damage to the 
deep tissues. The most successful plan of treatment 
for infarcts of a few centimeters in size is early exci- 
sion, including the deep fascia at the base of the 
infarct, and with immediate split-thickness skin 


graft and sympathectomy (Figure 10). 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Che Hard of Hearing Patient 


SOMATOPSYCHIC CONFERENCE OF THE UNIVERSITY OF ILLINOIS 


COLLEGE OF MEDICINE 


This is the first of a series of the Illinois conferences on somatopsychic subjects to appear in GP. 

Others will be published in subsequent issues. These papers are edited by Marc H. Hollender, M.D. 

The following participated in the present conference: Franz G. Alexander, Clinical Professor of Psychiatry, presiding; 
Martin L. Pilot, Clinical Assistant in Psychiatry; Richard E. Marcus, Associate Professor of Otolaryngology and Director 
of the Speech and Hearing Rehabilitation Unit; Francis L. Lederer, Professor and Head, Department 

of Otolaryngology; Marc H. Hollender, Associate Professor of Psychiatry; Alfred P. Solomon, Clinical Associate 
Professor of Psychiatry; Beulah C. Bosselman, Clinical Associate Professor of Psychiatry; Sherman L. Shapiro, 
Clinical Assistant Professor of Otolaryngology; Robert Henner, Clinical Assistant Professor of Otolaryngology; 
Cecil Riggs, Clinical Assistant in Otolaryngology; Maurice Snitman, Associate Professor of Otolaryngology 


Dr. Puor: The patient, a 40-year-old, married, 
white woman of Italian descent was asked to co- 
operate in a study on the problems of the people 
who are hard of hearing. She was pleasant and co- 
operative, listening quite attentively when she was 
questioned, and watching my lips when I talked. 
She had little difficulty except when I turned my 
face away from her or spoke very softly. At such 
times she would ask a question, wrinkle her fore- 
head, or ask me what I had said. She was not very 
disturbed by her inability to recall dates or se- 
quences of events or information such as what her 
husband did in the Army during the war. Her at- 


titude about this was quite -typical. She said, 


“Well, he was in the Infantry. Before he went into 
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the Army he was a clerk, so I suppose they used 
him as a clerk. Don’t they do that?” 

She was wearing her hearing aid, which Dr. 
Marcus had asked her to wear to the appointment, 
and it was well concealed by dark but not specially 
arranged hair. She spoke at a comfortable voice 
level with well-modulated tones, using simple, un- 
pretentious language. She is quite obese. (She 
weighs 185 pounds and is only 5’1” tall.) She 
was neatly dressed without overdressing. She used 
a minimum of makeup on her rather broad, expres- 
sive face. At first, she was a little anxious and shy 
but quite compliant. Occasionally she would say 
that she could think of nothing else that I would 
like to know and seemed ready to leave. If I waited 
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for her to say something spontaneously, she would 
shrug and smile. 

Whenever we came near the subject of her hear- 
ing, she would always praise her hearing aid: 
“This is the best thing that anybody could put 
out.” She repeated this four or five times during 
the interview. When questioned about her weight, 
she spontaneously discussed dieting and said some- 
thing that I thought was rather interesting: “Those 
girls who diet try hard to lose weight but six months 
later they gain it all back, so what’s the point of 
it?” Such a comment typified her general attitude. 

She originally came to the attention of the Illi- 
nois Eye and Ear Infirmary when her eldest daugh- 
ter, M., age 11, was a patient there. This is what 
happened: The child was sent to the clinic by her 
teacher for a hearing problem when she was 9. It 
was found that she had nerve deafness of the right 
ear. Since her voice was quite husky, she was also 
seen by a speech therapist. In the process of trying 
to find out why she had a husky voice, it was dis- 
covered that the mother was hard of hearing. The 
mother was then seen a few times and gradually 
convinced that she should be fitted for a hearing 
aid. The patient’s comment about this is initerest- 
ing. She said: “I guess my daughter told them, 
‘Every time I talk to my Mommy she can’t hear.’” 

Her attitude toward the clinic is also interesting. 
She wants to see the speech therapist again be- 
cause her child is having a recurrence of the huski- 
ness of her voice, but when Dr. Marcus asked 
whether she was attending any of the group ses- 
sions for people who have been fitted with hearing 
aids or have hard of hearing problems, she said, 
“Well, I meant to come to them but I was sick 
every time they were held.” 

The following background information was ob- 
tained. She was born in 1913 in the house in which 
she is still living. Her father had come to the 
United States from Italy in about 1900, later send- 
ing for her mother and the maternal grandmother. 
The grandmother had some money and bought the 
building that the whole family has lived in ever 
since. The patient has thirteen siblings, seven boys 
and six girls of which she is the sixth child and the 
third girl. When I asked their ages, she said, 
“Well, we are all two years apart.” The oldest 
sibling is a brother, about 49, and the youngest a 
sister, about 28. All are married, except a 30-year- 
old brother, and have two or three children apiece. 

She remembers little about her early life except 
that there were lots of kids around and that they 
all helped to take care of one another. The parents 


had a bedroom, all the boys had one room, and ai. 
the girls had another. She remembers that he. 
parents were strict, but she commented that al: 
parents were like that in the old days. She recall. 
being expected in at a certain time even during 
her mid-twenties. When she was younger, a sister. 
who is four years older, was her source of instruc- 
tion and help. In commenting about this, she said, 
“She was like a mother to us.” At present this 
sister lives downstairs of her and talks to her almosi 
in the same way as she did years ago. Actually, the 
patient’s social relationships have been confined to 
this large family in which there is a lot of warm 
feeling and in which sisters and brothers still help 
each other. Even an encounter with in-laws is 
considered as a visit or an excursion. 

Her mother died at the age of 60, twelve years 
ago, of a “liver operation and gangrene.” The 
father is 80 and in good health. She said spon- 
taneously: “It isn’t that he can’t hear. He has got 
wonderful ears. And he sees good.” She describes 
him however, as a man who has always been mean 
and who now is downright crabby. This she ascribes 
to his old age. The patient mentioned that she had 
recurrent dreams of her mother in which “mother 
is watching over us, telling how to do right with 
the kids.”” When she has such a dream she goes to 
church and lights a candle. The patient’s father 
worked as a railroad laborer. 

When she had finished three years of high 
school, she quit in order to work to help out the 
family. For about eight or nine years she was em- 
ployed as a seamstress, sewing in a garment shop. 
At the age of 28 she married a man of 33 with 
whom she had gone steadily for five years. He lived 
down the block and was a friend of one of her 
brothers. He now works eight hours a day at a 
state unemployment office and four hours every 
night sorting mail at the Post Office. He does this 
to make enough money so that she will not have to 
go to work. She considers him a fine man because 
he doesn’t drink, smoke, or gamble. 

She said that although they don’t discuss sex, 
she believed their sexual adjustment is good. Both 
are Catholic and go to church on Sundays. She 
told me very confidentially in talking about con- 
traception: “It is against the law, you know, but 
we use ‘safeties’.”” About once a year she goes to 
confession. “Sometimes the priest won’t let me 
come to confession because I do this thing that is 
wrong. But usually he’ll talk to me and then he 
bawls me out, but he lets me confess.” She has two 
daughters, ages 11 and 6. It took her seven years 
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to conceive, and she thinks this might have been 
due to an abdominal operation that she had at the 
age of 20. This operation came up, too, when she 
talked about dieting. At 18 she had an appen- 
dectomy, and at 20 she went on a vinegar and water 
diet. Shortly after this she had to be operated on 
at Michael Reese Hospital where, she says: “They 
took out part of my intestines.” She relates it to her 
dieting and believes that dieting is bad and that 
people get sick from it. This operation, also, so 
she thinks, was what made it difficult for her to 
become pregnant. According to a report from 
Michael Reese, a duodeno-jejunostomy was per- 
formed. Apparently some adhesions had formed 
after her appendectomy. 

In the middle of the interview she spontaneously 
stated that she thought she was a nervous mother. 
(This was shortly after I had told her that I was a 
psychiatrist.) When I asked her why she thought 
that, she said: “Well, I always get irritated with 
my kids. I have small tasks for them to do such as 
washing the dishes and cleaning up the house. 
When they don’t do them fast enough, I get angry 
and yell at them.” I asked her how she felt about 
yelling at them, and she said: “Well, why should I 
feel bad? It isn’t as if I were hitting them or any- 
thing like that.” 

Following the birth of her first child, she noticed 
some difficulty with her hearing. That was eleven 
years ago. She went to her doctor, who said it 
wasn’t anything to be too concerned about and 
that it would improve when she had another baby. 
She had another baby some time later, but it be- 
came worse. At this point, she decided not to have 
any more children. Her hearing finally became so 
bad that her husband had to communicate by 
writing notes to her. When she went to the store 
to shop, she would guess the prices and then give 
the grocer more money than she thought it would 
be. She said: “I did this because I wouldn’t be 
able to hear if he asked me for more money.” 

Gradually during the past eleven years she had 
given up the small amount of visiting she did in 
the neighborhood and also going to movies. And 
finally—she expressed real feeling about this—she 
began missing church. She stopped going regularly 
because she no longer could hear the service. The 
only other thing she felt that she had to do, but 
could not, was consult with her children’s teachers 
about their school problems. She had one of her 
sisters do this for her. Within the family she felt 
that she was understood, and she learned to lip- 
read. In the beginning, some members of the family 
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would tell her: “Don’t shout at us, we are not all 
deaf like you.” Gradually, however, they realized 
that she was a little sensitive about this, and they 
stopped talking to her in this way. 

When I asked her why she hadn’t tried to get 
help with her hearing, she couldn’t answer that very 
well but finally brought out the fear that she might 


have to have an operation. When she did come 
to the clinic, she was very much relieved when she 
was told that no one was considering an operation 
for her. Relatives had mentioned hearing aids to 
her, but she distrusted them. When she saw them 
on other people, she thought they did not look right. 
After she was fitted with her appliance, she had 
many headaches at first, and she did not want to 
wear it. She was also bothered by extraneous sounds, 
particularly those that she thought were due to 
clothing rubbing on the instrument. The head- 
aches have finally subsided, and she now wears the 
hearing aid often. She is very happy to be able to 
go to church, to go visiting, to attend the Mother’s 
club at the school, and to watch television. She 
thinks that her husband is a lot happier now that 
she wears a hearing aid and is able to go places a 
little more. She no longer has the feeling that she 
doesn’t want to leave the house without her hus- 
band, and she now goes out by herself at times. 
She recalled a dream she had the night prior to 
coming to the clinic. It had been explained to her 
that her case would be presented to a conference of 
doctors, and she thought it would be that day. This 
is the dream: “I came here. There were a lot of big 
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people. I didn’t know what to do. I wanted my 
husband to come with me but he wouldn’t. Every- 
body was asking a lot of questions and I didn’t 
know what to answer.”” When she woke up she 
told her husband, “If they ask me too many ques- 
tions I am going to get up and go home.” 

Here is the record of her audiogram: 
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There isn’t much additional clinical information. 
X-rays of the mastoids show that they are well 
aerated. She is wearing a Microtone hearing aid in 
her left ear. Perhaps someone from ENT would like 
to explain the audiogram. It shows the number of 
decibels of hearing loss, above to air, and below to 
bone. 

Dr. ALEXANDER: What do these figures mean? 

Dr. Marcus: Those are listed in decibels and 
would not be considered as the percentage of loss 
but the amount that the volume has to be increased 
for the patient to hear it as compared with the 
normal threshold. 

Dr. Leperer: They are roughly comparable to 
per cent. For your purposes they are comparable. 

Dr. Por: It indicates the degree of loss. And I 
believe anything below 30 or 40 is quite severe. Is 
that correct? 

Dr. Marcus: Anything below 30 would be con- 
sidered a more severe loss. 

Dr. Puor: In summary: Here is a woman who 


has had a progressive hearing loss for many years. 
who by herself did nothing about it. Moreover, sh: 
did not appear to be very upset about it. This be- 
havior seems to be consistent with her general atti- 
tude. She gives concrete reasons for all the thing: 
that have happened to her and lets them go at that. 
She impresses me as a product of a very close. 
tradition-bound, large family that is engaged in an 
old world kind of living. Her life is little altered by 
the impact of what goes on in America. It has been 


changed only by movies, television, and contra- 
ception—these she can accept and appreciate. 

I would like to phrase the problem in two ways. 
First, what is her character organization and what 
are her psychologic defenses? And second, how 
does she compare with people who have difficulty 
in hearing—progressive hearing loss—but who are 
out in society more, working and dealing with 
people all the time—people who are more sophisti- 
cated and in general more anxious? 

Dr. ALEXANDER: Dr. Marcus, would you like to 
discuss this case? 

Dr. Marcus: We originally saw the patient be- 
cause of her daughter, as was mentioned. When we 
found that the daughter’s voice was. husky, we in- 
vestigated and learned that the mother was hard 
of hearing. The daughter did say that she had to 
talk loudly to her mother to be heard. We thought 
then, we ought to find out more about the family 
situation, and so Mrs. S. came to us. Subsequently 
she went through the services and got her hearing 
aid. 

We have what we call our “Auditory Education 
Group” at the Illinois Eye and Ear Infirmary which 
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is set up for adults who have a hearing loss. It 
offers an orientation program for these people, 
telling them about their ears and about the use of 
a hearing aid. Mrs. S. did not come to these ses- 
sions for the reasons that she gave, and I think 
she had considerable trouble in adjusting to her 
aid. We find that people who go to the group 
course have less difficulty in adjusting to it. 

For the people in the audience from the Ear, 
Nose and Throat Department and the others, Mrs. 
S.’s findings include some opacities of both drum 
membranes. Along with the x-ray findings, the 
audiogram, and the bone conduction findings, it 
was our impression that this was a chronic adhesive 
otitis media, but could also be clinical otosclerosis. 
The diagnosis was not clearly defined. Surgery was 
presented to Mrs. S. as a possibility, but she said 
that she would prefer not to have an operation. 
Apparently her story to you was that she had been 
told that surgery was not necessary. 

Dr. Pnor: That’s right. 

Dr. Marcus: A note in the chart refers to the 
fact that a fenestration operation was discussed, but 
that Mrs. S. preferred not to have it done. 

Dr. ALEXANDER: Dr. Lederer, would you like to 
say a few words now? 

Dr. Leperer: Well, it would be too bad to lose 
sight of the impact of hearing loss merely because 
Mrs. S. is an uncomplicated person and reacted as 
she did under this stress of hearing loss. On the 
other hand, I think there is more here than meets 
the eye. This lady simply gave up living and taking 
responsibilities for life. She began to depend more 


and more on her sister. She illustrates the “hermit” 
type of reaction to a hearing loss. She ceased to 
live in her community but she continued to live 
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in the bosom of the family—at least she found her 
protection there. 

Dr. ALEXANDER: Who saw this patient? Did you, 
Dr. Hollender? 

Dr. Houtenper: No, I didn’t but I would like to 
make a few comments at this point. One of the most 
striking features of this situation is the placid 
acceptance shown by this woman, both to the hear- 
ing loss and to the increased hearing provided by 
her hearing aid. It wasn’t that she didn’t accept the 
hearing aid beforehand, it was that she was willing 
to do without it. 

I think that we run into both an individual and 
a culturally-determined attitude. This is the type 
of passive resignation or placid acceptance that we 
see so frequently at Cook County Hospital in peo- 
ple who have recently come off the soil, and we 
often refer to them as “the peasant group of 
Europe.” This patient was born here but the 
European-type culture was maintained with very 
few modifications since she remained in the small 
circumscribed area of her family. I think that cul- 
tural as well as individual factors are important in 
this woman’s reaction to her hearing loss and also 
to her adjustment to a hearing aid. 

Dr. ALEXANDER: Well, Dr. Solomon, would you 
like to discuss this case? . 

Dr. Sotomon: There are other reactions to hear- 
ing loss. We don’t see the usual response here, 
that is, acceptance of the loss of hearing and com- 
pensations which stabilize the adjustment. We as 
psychiatrists see patients who come to us with 
emotional problems related to hearing loss, such as 
the increased tendencies toward paranoid attitudes 
which, I think, are related not so much to the fact 
that they can’t hear what is being said about them, 
but to the fact that the loss of hearing creates a 
feeling of inadequacy. 
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Among other psychologic problems is the diffi- 
culty in wearing a hearing aid by a patient who 
becomes insecure upon revealing that he is hard of 
hearing. The publicity which the wearing of hear- 
ing aids has been given on radio programs and the 
like, I think, has decreased this type of reaction to 
a point where people are now beginning to accept 
hearing aids as they accept eyeglasses. 

Dr. ALEXANDER: Well, I think this case offers 
quite a few interesting psychologic problems, so we 
may postpone the discussion of other types of 
reactions. Let us understand this woman’s reac- 
tion. Dr. Hollender started to look upon the cul- 
tural factors. Does anybody have anything to add? 

Dr. Bossetman: The fact that this woman ac- 
cepts dependence quite readily and doesn’t have 
any conflicts about it makes it easier for her, I 
think, to accept this condition. Apparently she is 
quite dependent by nature, and she has always 


been given a great deal of support, especially by 


her older sister and husband. Therefore, she 


doesn’t particularly rebel against this handicap 
which allows her to become more dependent and 
to receive more gratification from the people around 
her. 

‘Dr. Atexanper: I think, by these remarks, the 
ground is now prepared so that we can tell our 
otolaryngologic confreres a few psychologic facts 
which may appear, if not far-fetched, perhaps some- 
what paradoxical. But that is usually our fate as 
psychiatrists when we try to look behind the 
obvious. 

I would like to call your attention to the fact 
that no matter how important hearing is, it is 
nevertheless sometimes advantageous for anybody 
not to hear, and more often for certain types of 
people. We know that very well. Those who deal 
with people who are hard of hearing often hear 
the family say: “He hears what he wants, but he 
doesn’t hear what he doesn’t want to.” Thus patients 


who have this type of defect are apt to exploit it 
to their emotional advantage. 

So the first paradoxical statement I would like 
to make is that losing one’s hearing, with all its 
ill effects, may have certain circumscribed emo- 
tional advantages. For example, as has been pointed 
out, here is a woman who grows up in the United 
States in a family which retains the habits of the 
old country, and hence she has a greater than 
average problem of adjustment. A person with a 
defect, no matter what kind, can quite often use it 
as an excuse for not making this adjustment. Par- 
ticularly is this so if the old adjustment of remain- 
ing there in the little universe consisting of an 
Italian family with thirteen children, grandparents, 
relatives and so on, is so easy. 

My impression is that she exploits her hearing 
difficulty so as not to make as great an effort of 
adjustment as she otherwise would have to make. 
Of course, she likes the advantages of hearing such 
as listening to television and so on, but not hearing 
excuses her, for example, from making certain per- 
sonal contacts. Now, we have a very interesting 
piece of evidence for that. Before coming in for the 
first interview, she dreamt that she came to the 
hospital where she anticipated there would be a 
lot of big people—by this she obviously meant im- 
portant people—and she didn’t know what to do. 
“I wanted my husband to come with me but he 
wouldn’t. Everybody was asking a lot of questions 
and I didn’t know what to answer. When I woke 
up I told my husband: ‘If they ask me too many 
questions I am going to get up and go home.’” 
This dream very clearly expresses the fact that this 
woman does not like to go among strangers. She is 
afraid that they will ask questions and since she 
feels that she must make a good impression, she 
wants to take her husband along. 

After getting her hearing aid she became less 
dependent on the husband, not because she wanted 
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to be less dependent, but because she lost an alibi. 
She then had to make a little more effort to live an 
independent existence. This is not only a person 
who is not adjusted to our American civilization, 
but also a very dependent person. Dr. Hollender 
pointed out the cultural factor, and then Dr. Bos- 
selman mentioned the individual psychologic fac- 
tor. These two factors together explain why this 
woman did not take her hearing loss as hard as 
many other people do. She had been living a simple 
life, within a protective environment, and this made 
her life easy. 

Now, I don’t mean to imply that she doesn’t en- 
joy her better hearing. That is not the point. But 
the human personality is not homogeneous. Very 
often we like something with one side of our heart, 


and don’t with the other side. While she doesn’t 
like the increased responsibilities. she likes the in- 
creased pleasures. That is what we call an ambiva- 
lent attitude. It explains why this woman was quite 
stoic about her condition and postponed improv- 
ing it. I don’t know how one could prove this ex- 
perimentally, but we can assume that, with better 
hearing, she would have additional responsibilities, 
and her adjustment would be more difficult. Even 
now, I understand, she doesn’t use the hearing aid 
as much as other people do. 

Dr. Solomon mentioned the paranoid reaction 
which we see in many people who are hard of hear- 
ing. In former years, I was quite impressed by the 
theory that perhaps there was some kind of an 
emotional correlation between being hard of hear- 
ing and the inclination to paranoid reactions. Now 
| don’t think there is a specifi¢ relationship. I be- 
lieve that being hard-of-hearing only increases the 
possibility of projection in people who, independ- 
catly of their hearing problems, tend to be suspi- 
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cious or have a paranoid inclination. What is the 
mechanism used by a paranoid person? To falsify 
reality according to his own wishes? A paranoid 
person tries to persuade himself that others are 
against him or talk badly about him and so on. 
Now if he doesn’t hear, he has much greater freedom 
to believe what he wants about what others say. 
Thus, fantasy can run freer. One of the instruments 
of the ego, namely the sense perceptions by which 
we get an adequate impression of what is going on 
around us, is impaired, and this gives greater 
freedom for paranoid distortions of reality. While 
I don’t think the generalization that hard-of-hear- 
ing people are inclined to be paranoid is justified, 
I believe that those who have paranoid tendencies 
can give freer vent to them than when their hearing 
was unimpaired, 

Dr. Sotomon: It really breaks down some of 
their defenses, and the situation can now be taken 
advantage of. 

Dr. ALEXANDER: That’s it. This woman takes 
advantage of her hearing difficulty. She uses it as 
a reason not to adjust but to withdraw—to remain 
in the family and not to meet strange people. A 
paranoid person takes advantage of the situation 
by distorting reality more than he could if he were 
able to hear. : 

Dr. Hoienver: There have been some statistical 
studies which bear out what you say. Originally 
there was the idea that hard of hearing people 
were much more apt to become paranoid, but that 
probably was because the paranoid, hard-of-hearing 
person got to the psychiatrist. 

Dr. ALEXANDER: Well, that is probable. 

Dr. Ho.ienper: And. more recently, statistical 
studies were made, I believe in the Army and else- 
where, which brought out the fact that the in- 
cidence of paranoid disturbances in the hard of 
hearing was not appreciably higher than in the 
general population. I wonder what Dr. Marcus’s 
experience in the clinic has been. 

Dr. Marcus: Well, there are certain things that 
we see in these people. In the first place, they are 
bothered by the fact that they do not hear well, and 
most of these people say that one of their great 
concerns is that when they don’t respond to ques- 
tions they are considered stupid or dumb. And as 
that goes on for a long period of time, it under- 
mines their confidence, so that they then may be 
prey to some other difficulties that eventually may 
bring them to the psychiatrist’s office. 

The second thing is that these people not only 
have difficulty with their hearing and feel stupid 
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or dumb, but also that many of them have ringing 
in the ears. If they aren’t told how it occurs and 
what it means, it may eventually contribute to 
undermining their defenses. 

As far as the incidence of paranoid states, it 
doesn’t seem to me that we have any more among 
people with hearing loss and the side reactions of 
hearing loss than among the general population, 
although I can’t say this for sure. Now, of some 
hundreds of people who have come through the 
group sessions, we have sent about 6 to 8 per cent 
for psychiatric consultations. 

I would like to say this, Dr. Alexander, that I 
think it is unfortunate if we ascribe to a person who 
says, “I can’t hear some things but can hear others,” 
the desire to turn away deliberately. There are a 
number of people who have a high tone hearing 
loss, who generally cannot hear sometimes and can 
at others. 

Dr. ALEXANDER: That is a very good warning for 
us because that is a fact we should know before we 
generalize. 

Dr. Marcus: Yes, and in the families they do 
that. They jump on these people and say, ““When 
you want to hear, you can.” " 

Dr. ALEXANDER: On the one hand, Dr. Marcus, 
I fully accept your correction. On the other hand, 
I would say from my own experience that some 
people exploit their hearing loss. For example, we 
all agree that hearing is not entirely a passive 
phenomenon. You must also concentrate. You can 
sit in a noisy place, submerged in.your own ideas 
without hearing a word of what is going on. As a 
matter of fact, I come from a country in which 
writers like to work in a coffee house, ‘‘Stammcafe”’ 
they call it, which is right off the street. I had a 
few friends who said, ‘‘I can’t sit and write if I am 
alone in a room, and there is no noise.”” Hearing is 
a psychic act—not just a physiologic, passive recep- 
tion of the tones but also a psychologic act. There- 
fore, if a person has a hearing difficulty, it is easy 
to use it as a reason not to hear when he doesn’t 
want to hear. 

Dr. Marcus: We have hearing losses too, Dr. 
Alexander, in which if a sound is made louder, it 
becomes more difficult to understand. In a certain 
type of cochlear disease, as the sound is increased 
in volume, it is more difficult for the ear to hear it 
and to make the necessary discrimination. Some of 
these people will complain. This woman will not. 
When the sound is made louder for her she hears 
better. But there are many people with cochlear 
losses—not middle ear—who, when the sound is 


made louder, complain bitterly, and rightly so 
because their cochlea cannot handle that kind of 
sound, 

Dr. ALEXANDER: That explains something to me 
about a patient of mine who was hard of hearing. 
Very often he would say, “I don’t hear you,” and 
when I raised my voice and yelled, he would say, 
‘Don’t shout.” And then when I talked a little 
lower, he would say, ‘Don’t whisper.” 

Dr. LepERER: Now, lest we dwell too much on 
people who become dependent or find not hearing 
such an advantage, we should also consider those 
who actually won’t admit their hearing loss. In 
clinical practice, we find more of those, Dr. Alexan- 
der, than we do people like Mrs. S. We have many 
of them, who have been urged by friends, who. come 
in and say: “I don’t know why I am here. I hear all 
right.” They have been fooling a lot of people— 
and maybe themselves. 

Then, like you, I don’t think any of us feel that 
most hard-of-hearing people have paranoid tenden- 
cies. This is rare. Of course, tinnitus is the one 
symptom that may bring thoughts of “bats in my 
belfry,” and feelings like that. But, you also have 
to recognize that there is no hard-of-hearing person 
who does not show some psychogenic overlay. 

Dr. ALteExANDER: Dr. Lederer, I am very glad 
that you mentioned that, because it brings out the 
point which. has been made in our other somato- 
psychic seminars, namely, that the psychologic 
spectrum of people is a very large one. The dis- 
tribution curve of personality types for people who 
have physical defects is as large as it is for those 
who have none. The important factor (and this is a 
general philosophic résumé) is that people react to 
their physical disabilities according to their own 
personality structures. Since personality structures 
differ so widely, we see many different reactions. 
One person exploits a disability, another denies it, 
a third uses it for paranoid distortions, and so on. 
This bears out the fact that the personality makeup 
must be considered if we are to understand the 
behavior of people with physical ailments. 

You mentioned the psychologic overlay. This 
brings us to the important question of hysterical 
anacusis and amaurosis which are rare but still ob- 
served even today in this nonhysterical age. In 
cases where there is no physical ailment, but com- 
plete disability in a sense organ, you have a rare 
opportunity to study some psychologic factors. 

Dr. Leperer: Dr. Shapiro has had much experi- 
ence with hysterical patients, since he has been in- 
volved in a number of compensation cases. 
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Dr. SHaprro: Well, doesn’t this introduce an 
element which is not quite pertinent to your main 
discussion? The remark I was going to make is this: 
I have a patient, a very intelligent woman—a doc- 
tor’s wife—who has otosclerosis. Without a hearing 
aid, she is very deaf, but she functions well with 
one which she has had for several years. She tells 
me that when things get tough at home, she just 
shuts off her hearing aid. 

Dr. ALEXANDER: You know, the point is that a 
hysterical person can do the same thing with a good 
auditory nerve. 

Dr. Houenper: I would like to return to the 
patient’s reaction which Dr. Lederer mentioned— 
the reaction in which a hearing loss is not accepted, 
and a hearing aid, which would be helpful, is not 
worn. From the psychiatric viewpoint this seems 
to be the most common problem. It was most beau- 
tifully described in a book, Cotton in My Ears, in 
which the author describes her struggle over a 
number of years during which she pretended to 
hear but actually heard very little. 

Dr. Leperer: The sequel, you might be interest- 
ed to know, is that the author has since had a fenes- 
tration operation. Apparently, she woke up to the 
possibilities of pulling the cotton out of her ears 
in more ways than one. 

Dr. Hoitenper: It seemed that in the last chap- 
ter of her book she was about ready. Among the 
various groups of people are those who feel very 
insecure and inadequate. For them the acceptance 
of a hearing loss is just too much. It weighs the 
scale too heavily. There are also people—aunlike the 
woman presented today—who fight against their 
dependent feelings. To acknowledge their hearing 
loss or their need for a hearing aid would bring to 
the fore the dependent feelings against which they 
struggle. 

Dr. BossetMan: This type of person reacts to any 
defect as a narcissistic insult—an insult to his in- 
tegrity and to his wholeness—and he tries to deny 
it for that reason. 

Dr. Puor: Theoretically, wouldn’t you think 
that this type of person would respond better to a 
fenestration operation or a hearing aid than one 
who is only too glad to have a justification for being 
dependent? 

Dr. HoLtenper: One patient accepted a fenes- 
tration operation after much struggle, but she would 
not accept a hearing aid. To her a hearing aid is a 
last-ditch stand. 

Dr. ALEXANDER: Because the hearing aid is a 
constant reminder of her basic defect. 
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Dr. Houenper: Yes. She brought that out when 
she assayed her difficulty. If people shout loudly, 
she interprets that as meaning that they regard her 
as much worse than she really is. When she accepts 
the fact that she has some hearing loss, she accepts 
it up to a certain point. Any idea that it is con- 
sidered worse than she pictures it is unacceptable. 

Dr. ALEXANDER: There is one other problem. I 
have found—and I think it is probably generally 
true—that hysterical blindness is much more com- 


-mon than hysterical deafness. Why that is, I do 


not know. 

Dr. Leperer: During the war, the Navy had a 
very small percentage of so-called hysterical cases. 
We preferred to call them “situational deafness” 
rather than hysterical or malingering. The Army 
had 17 per cent, and that’s rather high. I don’t 
know how to account for it. Perhaps tanks are 
worse than the battleships. I think Dr. Henner has 
had some experience along this line. 

Dr. Henner: Yes, we saw a great many cases of 
hysterical deafness. In my experience, however, 
there are as many cases of hysterical deafness as 
hysterical blindness. 

Dr. ALEXANDER: Well, perhaps it is an individual 
experience that I have seen a number of cases of 
hysterical blindness during my long years of prac- 
tice, but I have not seen a case of hysterical deaf- 
ness. On the other hand, chronic otosclerosis, 
fluctuating according to the patient’s emotional 
situation, is a commonly encountered condition. 

The most dramatic case of hysterical blindness I 
have seen was in the early part of my psychiatric 
career. The patient, the wife of a night-club waiter, 
was quite a jealous woman. One night, after follow- 
ing her husband to the night-club, she saw him in 
a very embarrassing situation with one of the enter- 
tainers. She went home without telling him that 
she had seen him. When her husband came home, 
she heard him coming through the door, but she 
couldn’t see him. For a day or two, she couldn’t 
see him, but she saw everything else. Then gradu- 
ally her blindness extended to the whole home, but 
she could still see when she walked outside. After 
that she became completely blind. This is one of 
the most interesting cases of blindness that I have 
seen. Finally hypnosis, at that time very common, 
was used in an effort to restore her sight. The 
cathartic type of hypnosis, in which the patient is 
asked questions and not given simple suggestions, 
was tried. During the hypnotic session, she ex- 
claimed: “I don’t want to see him. I don’t want to 
see anything. I don’t want to see this ugly world.” 


I have never seen such a dramatic case in the 
acoustic field. 

Dr. Hottenper: You know they used thiopental 
“narcosis” on a good many army cases. I believe 
Dr. Henner could tell us about them. They took 
audiograms before and during the thiopental inter- 
view and they found a rather wide difference. In 
some individuals, with a basic hearing loss, there 
‘was what the E.N.T. people call ‘ta marked func- 
tional overlay,” probably hysterical in nature. 

Dr. Henner: Well, you are referring to the work 
of Knapp at the Army Hearing Center. In your 
case, Dr. Alexander, it was a visual trauma. Where 
we have had great auditory traumas, such as bomb- 
shells exploding and airplane noise, the hysterical 
phenomena can turn toward auditory channels. 

Dr. Leperer: Dr. Riggs. who is in the Navy, has 
had considerable wartime experience, including 
Korea. I would like to hear what his experiences 
are with blindness and deafness. 

Dr. Rices: We had, in the space of one year, 
around 8,500 patients. During that time, I can recall 
about four cases of blindness and about three of 
deafness, all on a hysterical basis. 

Dr. ALEXANDER: It is about equal then? 

Dr. Riccs: Those were all people from land 
sources, from Korea, where they did have a lot of 
noise trauma. As far as we are concerned, at that 
time, it was about equal. 

Dr. Suariro: I would like to pose this question: 
This lady whom you are discussing, on the basis of 
her audiogram, would probably be a favorable can- 
didate for a fenestration operation. If, as you say, 
she enjoys her dependency and is pretty well ad- 
justed to it, and supposing there was a reasonable 
certainty of a successful operation, would it be wise 
to carry it out? 

Dr. ALEXANDER: Well, I wouldn’t generalize. The 
question really is: how great is the adjustability of 
this person, and how close does she come now to the 
level at which she functions best? Maybe better 
hearing would not be agreeable to her. I think Dr. 
Pilot said that those who are so eager to deny their 
hearing loss are the most promising candidates. 
That was your point? 

Dr. Pmor: Yes, that would be my question. Is it 
your clinical experience that these people do better 
after fenestration operations than those who want a 
reason to take it easy? 

Dr. Suapiro: The majority of people certainly 
prefer to hear better, bat here we have a specific 
situation. The operation might not be advisable in a 
case of this type. 


Dr. ALEXANDER: At least I would question it. 

Dr. Hoitenper: We have some idea as to hov 
much she would utilize from the fact that she didn’, 
come in for the classes. She remains close to he: 
home and family, and she avoids situations whicl: 
bring her out with strangers. I think with this 
woman we are wise to leave her with her hearing aid 


and not to push or to press the matter. 


Dr. ALEXANDER: That is probably the right policy. 

Dr. Leperer: This is a rather important area, and 
I think Dr. Henner will tell you about the failures of 
successful fenestration surgery. Some people simply 
cannot accept good hearing. Is that true? 

Dr. Henner: I would rather first speak to Dr. 
Hollender’s question. I think this woman gives us a 
warning sign regarding elective surgery when she 
said she did not seek help because she feared an 
operation. But for this one warning (since she 
seems to have a great deal of elasticity in her per- 
sonality) she would be a possible candidate for sur- 
gery. She has quite a realistic attitude about weight 
loss and group sessions. Otosclerotics hear well the 
first day they put on a hearing aid and need very 
little in the way of group sessions. These would take 
her outside her family unit, so she has no interest in 
them as long as she has no real problem in using the 
aid. I think she is an ideal candidate for either a 
hearing aid or a fenestration operation. If it were 
not for the experience with the two previous opera- 
tions, I would consider her an excellent candidate. 

Dr. Puor: Well, that, and the fact that her 
mother died following surgery. 

Dr. HENNER: Yes. 

Dr. Puor: Apparently her disorder is pro- 
gressive. Does there come a time when you can no 
longer consider an operation ? 

Dr. Henner: There is something very reassuring 
about the course of otosclerosis that you can tell the 
patient, namely, that there are usually plateaus in 
the rate of progress. These plateaus may last from 
five to twenty years without progression unless 
there is a Schwartze’s sign, which in most instances 
points to a malignant or rapidly progressive type of 
otosclerosis. Occasionally even those arrest. I think 
the implication that the disease is necessarily 
rapidly progressive is very disturbing to the patient, 
and untrue. One sees severe depressions as the re- 
sult of that type of misinformation. 

Dr. Leperer: By the way, Dr. Henner has 
sounded an important warning. The term, “chronic 
progressive deafness,” is a bad one to use to the pa- 
tient. I think the words, ‘‘chronic” and “progres- 
sive” should be eliminated because they have a very 
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bad effect on the patient. That is particularly true 
in hearing problems. 

Dr. Houtenper: I wonder if Dr. Henner would 
like to answer the question Dr. Lederer raised about 
patients who, in spite of a good result from a fenes- 
tration operation, do not benefit in a total sense. 

Dr. Henner: The one patient I have in mind was 
an incubator baby who was raised by her family as a 
hot-house flower. When she was on a trip to Tahiti, 
she decided that she would either retire from civil- 
ization and live there or undergoa fenestration oper- 
ation. She had the fenestration, but as her hearing 
improved, she went into a marked regression. For 
seventeen days she had to be catheterized. She went 
home with three nurses, and it took a charlatan who 
gave her two blood transfusions, which she didn’t 
need, to get her out of her regression. Since then 
she has made a very good adjustment, but it took a 
long, long time. 

Dr. Snrrman: Did the fenestration have anything 
to do with this patient’s reaction? Was the patient’s 
mental status studied prior to the operation? 

Dr. Henner: She was in analysis before the oper- 
ation, and since. 

Dr. SnrrMan: Before the operation? 

Dr. Henner: Before it. I told the psychiatrist that 
I thought she would be a good subject for a fenestra- 
tion operation. The psychiatrist asked: “Does the 
operation have a psychologic aspect?” I told him, 
“Not any more than any other surgery.” The psy- 
chiatrist said: “You worry about the surgery, and I 
will worry about the analysis.” 

Dr. ALEXANDER: Apparently, this rule is not al- 
ways valid. 


Dr. Leperer: Dr. Alexander, I don’t like to 
change the spirit of this seminar, but I would like to 
take issue with Dr. Snitman. It is true that there are 
people who get help from a hearing aid or whose 
hearing is improved by fenestration who cannot 
accept the better hearing. 

Dr. Snitman: I haven’t seen a case with im- 
provement from a fenestration in which the patient 
wasn’t happy and contented. I must be lucky. 

Dr. Leperer: There are a couple of institu- 
tionalized patients— 

Dr. SnrrMan: Well now, are you referring to im- 
proved hearing or—? 

Dr. Leperer: Improved hearing. 

Dr. Marcus: We don’t see the ones that we get a 
poor result with, many times, Dr. Snitman, since 
they probably won’t come back to the office. 

Dr. ALEXANDER: While that is true, there is also 
something else. You know that patients do pretend. 
They often simulate the opposite of what really hap- 
pens, and the surgeon may not see what takes place 
behind the scenes. The patient is ambivalent and to 
you, he only expresses his happiness about the suc- 
cess of the operation. We don’t know what happens 
in his private life with other people. When you look 
at him through a psychologic microscope, you may 
get quite a different picture. . 

This is a large and interesting subject. We must 
end our discussion now, although we have only 
covered some of its facets. 


The opinions expressed in this publication are not necessarily 
those of the Department of the Army, Department of the Navy, 
Department of the Air Force, or the Department of Defense. 


HERE’S 
A HELPFUL HINT 
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For Intramuscular Injections 


THE PENETRATION of the needle in an intragluteal injection can be 
made painless in the following way: The doctor or assistant thrusts 
in the needle just after striking the sacral area of the patient’s back 
with his other hand. This blow is painless but effectively masks the 
_ sharp pain of a needle injection. In this procedure, timing is crucial: 
the patient’s back must be hit the barest fraction of a second before 
the needle goes in, rather than simultaneously or a full second or 
more before the needle injection. Most of my patients have been 
grateful for the use of this procedure.—Arthur F. Greenwald, M.D. 
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Substernal Chyroid 


BY SOL KATZ, M.D. 


SUBSTERNAL THYROID represents a downward exten- 
sion of a cervical goiter into the thorax. More than 
90 per cent of patients with intrathoracic thyroid 
enlargement have a palpable cervical thyroid gland. 

The pathogenesis is related to the act of swallow- 
ing which causes the cervical goiter to enter and 
leave the thoracic inlet. As the thyroid enlarges, 
posterior growth is restricted by the cervical spine, 
and anterior and lateral growth, by the neck mus- 
cles. In some the enlarging gland dips farther and 
farther into the thorax. Eventually it becomes 
fixed within the mediastinum and fails to return to 
its normal cervical position. Growth continues in 
this ectopic position where loose areolar tissue 
offers little resistance. The intrathoracic goiter 
may develop within the thorax from aberrant 
thyroid tissue. 

X-ray examination reveals the intrathoracic thy- 
roid to be in the superior mediastinum, and when 
traced upward, it blends with the soft tissues of the 
neck or the cervical enlarged thyroid. In most cases 
it is anterior or anterolateral to the trachea. The 


enlarged thyroid may be located between the 
trachea and esophagus—more rarely, behind the 
esophagus in the posterior superior mediastinum. 

The trachea is usually displaced, and character- 


istically the displacement begins high in the neck 


Posteroanterior and lateral views of neck and thorax, 
showing a mass in the anterior part 

of the superior mediastinum. The mass is continuous 
with an enlarged cervical thyroid. The trachea is displaced 
to the right, beginning in the neck. In the lateral view 
the trachea is compressed and displaced posteriorly. 
There is also extensive calcification of the thyroid. 


even at the level of the larynx which is often tilte: 
away from the goiter. This tracheal displacement i- 
a matter of considerable differential value, for al- 
though other types of superior mediastinal tumor: 
displace the trachea, they do not do so at such a 
high level. There is usually no more than slighi 
compression of the trachea, although severe com- 
pression may occur when there is bilateral intra- 
thoracic enlargement or when the thyroid sur- 
rounds the trachea. Displacement of the esophagus 
corresponds to the tracheal displacement except 
when the enlarged intrathoracic thyroid is inter- 
posed between the trachea and esophagus. 
Movement with swallowing is usually a striking 
finding of the intrathoracic thyroid. Because it 
represents a downward extension of an enlarged 
cervical thyroid, it is attached by the thyroid cartil- 
age to the hypopharynx. Accordingly, during de- 
glutition when the larynx rises, the intrathoracic 
thyroid (unless firmly anchored) also rises and con- 
versely when the larynx descends, the intrathoracic 
mass plunges downward. This intrathoracic ascent 
and descent of the thyroid, when present, is marked. 
Other superior mediastinal tumors attached to the 
trachea may show feeble motion on swallowing. 
When malignant or firmly adherent, a substernal 
thyroid may show no motion on swallowing. 
Calcification is present in about 25 per cent and 
may be found in the cervical or substernal portion of 
the gland. A valuable clue to the mediastinal loca- 
tion of the mass is the observation that on the 
posteroanterior x-ray projection, a reflection of the 
mediastinal pleura below the mass may be seen. 
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Radiologic Diagnosis of Fetal Death 


BY ARTHUR WEINBERG, M.D. AND WILLIAM E.F. 


Far Rockaway, New York 


When other signs of fetal death in utero are inconclusive, x-ray studies may provide positive information. 
Of course these studies may also be negative, and this does not exclude the possibility of a dead fetus. 
However, the presence of more than one x-ray sign is almost always diagnostic of fetal death. 


Tue usuai signs of fetal death are absence of fetal 
heart tones, funic souffle, and fetal movements, 
combined with a failure of fetal growth and a de- 
crease in uterine size. At times, these criteria may 
not be definite enough to justify a diagnosis of fetal 
death. The obstetrician may require other objective 
evidence, such as a negative biologic pregnancy test, 
a lack of fetal electrical alterations of the maternal 
electrocardiogram, and roentgen evidence. The 
following are among the more reliable signs of fetal 
death that are determined roentgenographically : 
(1) overlapping of the skull bones (Spalding’s 
sign), (2) absence of motion, (3) faint shadow (de- 
calcification), (4) presence of gas in fetal circula- 
tion, (5) disproportion between age of fetus and 
duration of pregnancy, (6) bizarre fetal attitudes 
and spinal angulation, (7) comparison of fetal atti- 
tude in supine and erect anteroposterior films. In 
addition, radioactive sodium (Na**) can be used in 
the diagnosis of fetal death. 


Roentgen Evidence of Fetal Death 
1. Overlapping of the Shull Bones (Spalding’s 


Sign). This sign, in the absence of labor, is con- 


sidered by many authorities to be the most accurate 
indication of fetal death—the disintegration of the 
fetus following (Figures 1 and 2). The onset of this 
sign has been known to occur as early as four days 
after the death of the fetus. However, the usual 
time of its appearance is between ten and fourteen 
days. It occurs earlier in vertex than in breech 
presentation. 

This sign, to be reliable, should appear before 
the onset of labor, as, during labor, overlapping of 
the skull bones is a normal finding. The differen- 
tiation between overlapping caused by fetal death 
and that resulting from labor, while difficult, can 
sometimes be made by attention to the following 
considerations: (a) Overlapping at the frontal su- 
ture is never seen with a living fetus. (b) Overlap- 
ping in fetal death is always asymmetrical. (c) In 
fetal death the parietal bone lies below the frontal 
and occipital bones. Minor degrees of overriding 
are difficult to interpret, especially after engage- 
ment has occurred. 

As an illustration that Spalding’s sign is not 
universally depended upon, DeLee and Thoms 
have both recorded overlapping in a living fetus. 
Another refutation of the validity of this sign was 
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Figure 3. These were taken twenty-four hours 
apart. Absolutely no change in position 
of fetal parts noted. One film may be exactly 


Figure 1. Asymmetrical overlapping 
of skull bones six days 
after fetal death. 


Figure 2. Marked overlapping of skull bones 
approaching collapse of the skull 
two weeks after fetal death. 


Faint shadow is also present. 


the delivery of a live infant after a roentgenologic 
diagnosis of intrauterine death. Billing believes it 
to be open to justifiable criticism and supports his 
contention by demonstrating that Spalding’s sign 
can be simulated by roentgenologic projection. 
Using glass hemispheres, he showed that a 4.0 cm. 
overlapping in the roentgenogram may result from 
small vertical changes of 0.5 cm. He believes that 
the reliability of Spalding’s sign (more than 2 cm. 
verlapping) is to be seriously questioned. 

The problem of pseudo-overlapping due to 
superimposed shadows of sutures or fontanelles is 
treated by Schnitker, Hodges, and Whitacre, who 
believe that quite frequently the truth can be dis- 
tinguished from the false by means of stereoscopic 
films. Although they do not completely condemn the 
positive value of Spalding’s sign, they point out 
that their percentage of overlapping in normal cases 
during labor is almost the same as that for death 
(25 per cent). In addition, they found the two con- 
ditions to appear identical on the roentgenogram. 

Pseudo-overlapping, which occurs in more than 
7 per cent of normal cases not in labor, can usually 
be detected by using stereoscopic films with the 
patient in the semirecumbent position. Unfortu- 
nately, however, many incorrect diagnoses are 
made because only a single nonstereoscopic film is 
available. 

The absence of Spalding’s sign doesn’t neces- 
sarily mean that the fetus is alive. It is still open to 
question whether all skull collapse to the point of 
overlapping takes place relatively soon after brain 


superimposed over the other. No significant 
skull changes noted. Stillborn macerated 
fetus expelled after medical induction. 


collapse. Thoms reports a case of fetal death in 
which there was no overlapping at any time, al- 
though the roentgenologic examination indicated 
brain collapse. Schnitker and his co-workers 
examined twelve cases of fetal deaths and failed to 
find overlapping in nine of them. 

Because brain shrinkage increases as maceration 
progresses, the skull bones do become overlapped. 
However, there are at least three factors which 
might be responsible for the failure of this conditicn 
to appear: 

a. After the death of a fetus, overlapping of the 
skull occurs only when the brain shrinks sufficiently. 
Should the x-ray films be made before this time 
(whatever length it may be), overlapping would 
not be present even though the fetus were dead. 

b. The presence of overlapping may be impossi- 
ble to detect due to overlying shadows of maternal 
pelvic bones, faint shadow of fetal skull, intestinal 
gas, etc. In such cases, correct diagnosis may be 
possible by re-examination using a slightly dif- 
ferent technique. 

c. In the case of a hydrocephalic dead fetus, 
there is sometimes a failure of the skull bones to 
overlap. Tengbergen reports two such cases, and 
Schnitker and his co-workers have illustrated a 
third example. According to some pathologists, 
the effect of brain shrinkage is offset by the fluid 
that continues to collect after death, in the ventricu- 
lar system of a hydrocephalic fetus. 

It is the opinion of Schnitker, Hodges, and Whit- 
acre that overlapping due to genuine death is a late 
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Figure 4. (See caption under Figure 3.) 


figures 5, 6, and 7 

courtesy of Davidson: 

American Journal of Roentgenology 
ond Radium Therapy. 


Figure 5. Lateral view of the abdomen demonstrating 


gas in the fetal circulatory system: heart, abdominal vessels, and umbilical cord. 


phenomenon, and the early appearance of supposed 
overlapping is really a result of molding due to un- 
recognized labor or engagement of the head. They 
say that the restudy of supposed overlapping oc- 
curring soon after death will reveal that the fetus 
is never in breech presentation and is never much 
less than nine months’ development. 

2. Absence of Motion. In order to evaluate this 
sign the films should be superimposed after having 
been taken at different times with a sufficient inter- 
val between each film exposure. The patient should 
be asked to hold her breath for about fifteen seconds 
before each exposure in order to stimulate the 
movements of the fetus. If fetal movement is 
roentgenographically diagnosed, it can be conclud- 
ed that fetal life is evident (Figures 3 and 4). 

3. Faint Shadow (Decalcification). Obstetricians 
and embryologists do not generally agree that par- 
tial decalcification takes place in the skeleton of a 
dead fetus in the process of maceration. Although 
it is true that total absorption of fetal tissue may 
occur in cases of missed abortion before the skeleton 
has acquired calcium, it has never been reported 
that such absorption has taken place in a calcium- 
containing fetal skeleton. It might be assumed that 
the fetal bones, once they contain calcium, could 
not lose it since the macerated fetus does not obtain 
a peripheral blood supply from the uterine vessels. 
Conditions are similar to those accompanying non- 
vascularized fragments of a fractured hip and the 
Sequestra of chronic osteomyelitis. Bartelmez sug- 


gests the possibility of absorption of dead fetal 
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The uterus is quite large and the fetus assumes a relaxed position due 
to hydramnios. The placenta is attached 
to the anterior uterine wall. 


bone by maternal tissue through some cell or tissue 
reaction not associated with a definite vasculariza- 
tion. The likelihood of this, however, is diminished 
by instances of grossly macerated syphilitic fetuses 
that show apparently normal skeletal structure. 
Also, in cases of fetus compressus, where one of a 
pair of twins is delivered normally and the other is 
found to have died early, the fetal skeleton of the 
dead twin is quite normal in appearance; and of 
course, in lithopedions the skeletal structure may 
maintain its form for years. 

Because the essential facts concerning decalcifi- 
cation are as yet nebulous, any discussion of the 
roentgenographic interpretation of this as a criterion 
of fetal death is at best a precarious venture. The 
term “faint shadow” is used to describe the blurred 
image of the fetal skeleton encountered in 50 per 
cent of dead fetuses. (Schnitker and his co-workers 
found no indistinctness in any of their 162 live 
fetuses.) Only in cases where the fetus had been 
dead for a month or more was faint shadow noticed, 
so it is safe to assume that the change is a late one. 
It has little validity as an isolated criterion because 
technical factors, such as overpenetration, excess 
fluid, etc., may easily be confused with faint shadow. 
Although it is dangerous to form an opinion solely 
on the basis of faint shadow, it can be a helpful 
sign in cases showing disproportion. 

4. The Presence of Gas in the Fetal Circulation. 
This sign, when present, is quite pathognomonic 
of fetal death. It is not universally present in the 
dead fetus (Figures 5 and 6). 


a é 


Figure 6. Anteroposterior view Figure 8. Bizarre fetal attitude (transverse 


Figure 9. Supine A.P. exposure showing light 


of the abdomen, showing large presentation with cephalic and lower overlapping of the skull bones 


amount of intrauterine gas extremities dependent). 


and gas throughout the tissues 
of the fetus. Intrapartum 

gas bacillus infection 

of fetus and uterus. 
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at two suture lines. 


5. Disproportion Between the Calculated Age of the 
Fetus and the Supposed Duration of Pregnancy. The 
fetal age is calculated from the roentgenographic 
measurements of the skull diameters (Figure 7). A 
failure of continued growth under repeated radio- 
logic observations is an additional suggestion of 
fetal death, and accurate fetometry by stereo- 
roentgenographic methods ought to improve the 
validity of the diagnosis. 

6. Bizarre Fetal Altitudes and Spinal Angulation. 
The appearances usually noted as being suspicious 
are hyperflexion of the entire fetus, angulation of 
the spine to the head, caudal lordosis, and collapse 
of the thoracic cage (Figure 8). These signs are 
found in 50 per cent of dead fetuses but are also 
found in approximately 10 per cent of living fetuses. 
These unusual fetal attitudes are quite common in 
cases of multiple pregnancy even with living babies. 
Therefore, these signs, although suspicious, are not 
dependable signs of fetal death. In an individual 
case showing one of these signs, one has only the 
mathematical averages as a guide, because the angu- 
lation seen in living fetuses is in every respect 
identical with fetal death. 


Figure 7. In prone position, 36 inch target film distance 
roentgenograms where the sagittal plane of the fetal head 
appears to lie approximately parallel with the plane of the 
film, measure in centimeters the distance from the glabella 
to the inion and multiply this value by the correction factor, 
0.80. Assuming this product to be the occipitofrontal diameter 
of the fetus, lay it off on the vertical scales of the graph 
and at the intersection with the solid curve, read the probable 
age of the fetus in calendar months. 
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Figure 10. Upright A.P. exposure showing 
similar skull findings, but more important, 
a settling of the fetus into the false 

and true pelvis. The buttocks are about 
three vertebral spaces below their station 

as seen in the supine view. 


7. Comparison of Fetal. Altitude in Supine and 
‘Erect Anteroposterior Films. It will be noted that if 
the fetus is dead it will collapse into the pelvis in 
the erect view due to the loss of muscle tone. With a 
living fetus, the muscle tone maintains the postural 
attitude which is seen in the supine view. This new 
roentgen sign of fetal death was described by Tager 
(Figures 9 and 10). 


Use of Na*‘ in Diagnosis of Fetal Death 


Radioactive sodium is a nonpersistent tracer ele- 
ment with a half life of sixteen hours. It is readily 
diffusible and rapidly excreted. 

Technique. Fifty microcuries of Na™ in 5 cc. of 
sterile normal saline is injected into the antecubital 
vein. After thirty seconds, radioactivity measure- 
ments are made with a counter tube over the ab- 
domen. The counting rate over the fundus of the 
uterus is between 50 per cent and 66 per cent of that 
over the heart. The rate decreases toward the lower 
uterine pole, and over the lower segment, the rate is 
only one-fifth of that over the heart. The placental 
site is a localized area of increased rate, and if it is 
on the anterior wall, the rate almost equals the rate 
over the heart. In cases of intrauterine death, no 
localization can be obtained long before Spalding’s 
sign becomes positive. The placental circulation 
evidently shuts down. The fetus receives only 0.1 r 
which is believed to be innocuous. 

Further studies must be made to verify these 
findings, and if corroborated, this method should 
prove valuable. However, it must be pointed out 
that radioactive sodium techniques are not uni- 
versally available at present. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


For Bacteriologic Study of Spinal Fluid 


, 
NERG"S WHENEVER a spinal fluid examination is to be done in a febrile pa- 


tient, regardless of whether or not meningitis is initially suspected, 
a culture of the spinal fluid should be made. 

This rule of thumb is a much more reliable guide than the one 
used in some hospitals where “‘to culture or not to culture” is de- 
cided on the basis of the spinal fluid cell count. First, it prevents 
missing a positive bacteriologic diagnosis in the occasional case of 
meningococcic infection in which organisms are present in blood 
and spinal fluid although the cell count is still normal. Second, it 
alerts hospital personnel to the need for prompt disposition of 
specimens to be examined bacteriologically. 

A good way to make a culture of spinal fluid is to allow about 
fifteen drops of the fluid to drip directly into prewarmed culture 
medium, as shown in the accompanying picture. When this method 
is used, special care should be taken to prevent contamination of 
the culture medium, and the specimen should be delivered promptly 
for incubation in the bacteriology laboratory. 

—Worth B. Daniels, M.D. 


A HELPFUL HINT 
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BY KATHRYN J. McMORROW, M.D. 


Department of Physical Medicine, Sinai Hospital, Detroit, Michigan 


Arthritis of the cervical vertebral joints often causes occipital pain or pain in the distribution 
of the brachial plexus. Treatment can be carried out effectively by the patient in his home, 


using local heat, exercises, and neck traction. 


CrrvicaL spondylosis is a common symptom com- 


plex, usually based on osteoarthritic changes. The 
patient is often in the older age group. He com- 
plains of pain in the neck or in the shoulder girdle. 
Questioning may elicit the history of a minor dis- 
ability, such as increasing difficulty in seeing to 
back the car out of the garage. Examination shows 
loss of range of motion in lateral bend‘ng or rota- 
tion of the cervical spine or both. 

Roentgen survey of the cervical spine, including 
facet studies, can be used to confirm the diagnosis. 
An open mouth film should not be omitted. Treat- 
ment by physical measures is simple, efficient, and 
economical. The patient may treat himself at home. 
The cost besides the office visit and the roentgeno- 
grams, should be less than ten dollars. 


Diagnosis 


The distribution of the pain characteristically is 
one of two areas, depending upon the site of in- 
volvement. These are (1) over the occipital area and 
the distribution of the great auricular nerve, or (2) 


in some portion of the distribution of the brachial 
plexus. Most commonly brachial plexus pain is in 
the area of the shoulder. However, chest pain, back 
pain, and occasionally numbness and tingling along 
the ulnar border of the arm may be described by the 
patient. Rarely, pylorospasm or cardiospasm is 
included. 

Loss in range of motion is easily discerned by 
observation if the patient is asked to turn the chin to 
the left, the chin to the right, then to place the tip of 
the ear to the point of the shoulder right and left, 
and to hyperextend the neck. Occasionally the 
patient may complain of pain in the spine itself dur- 
ing one or several of these motions. Localized ten- 
derness is usually elicited by palpation along the 
transverse process of the vertebra or sometimes over 
the disc space itself. 

X-ray examinations usually disclose abnormali- 
ties. The greatest changes are noted at C5-Cs, 
with degeneration of the disc, and osteophytes seen 
in the foramina. These changes at C; and Cg are 
commonly thought to be the result of the maximal 
amount of lateral bending that occurs in this area. 
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When pain of occipital distribution is the present- 
ing complaint, there is marked degeneration of the 
C2 disc space and osteophyte formation in the 
foramen. Rotation occurs maximally in this area. 
The two most common differential diagnoses to 
be considered are (1) periarthritis of the shoulder 
and (2) coronary artery disease. The latter is ruled 
out by history and physical examination. The form- 
er is more often a result of the cervical spondylosis 
than a separate entity. It is worth while, when con- 
fronted with a periarthritis of the shoulder, to 
consider cervical spondylosis. Many patients de- 
velop pain in the shoulder referred from the neck. 
Because of the intensity of this pain, the shoulder 
appears to be the source of the difficulty. Voluntary 
splinting and immobilization can then result in 
fixed limitation of range in the rotator cuff of the 
shoulder. It is rare in older patients to find tumor 
of the cord or a true prolapsed disc as the etiologic 
factor. Additional physical findings will suggest 
thorough neurologic investigation of these lesions. 
The home management is as follows: heat, range 
of motion exercises, and cervical traction. The heat 
may be obtained from a moist pack, such as the 
Hydrocollator pack, or from a 250-watt infrared 
lamp at twenty inches for thirty minutes. The moist 
heat is sedative. The infrared heat is counter 
irritant. Either, over the course of thirty minutes, 
will produce a reflex vasodilatation in the area. 
The range of motion exercises are a most impor- 
tant part of the regimen. The patient is instructed 
to rotate the chin to the left, chin to the right, bend 
the tip of the ear to the point of the shoulder, left 
and right, and to hyperextend the neck, fifty times 
in each direction following the heat. This is to in- 
crease blood flow to the part and, secondly and 
most important, to restore range of motion by 
stretching any adhesive neuronitis that may have 
developed as a result of long-standing muscle spasm. 


The exercises must be done slowly, with a pause at 
far range so that stretching does occur. 

Cervical traction is used for five minutes daily 
after the above. The patient is instructed to acquire 
or to make a head sling according to the specifica- 
tions shown with the illustrations. He sets up this 
apparatus at chin level in the basement or in a door 
jamb. The head is supported as shown in the illus- 
trations, support being placed at the occiput and at 
the chin. Traction is obtained simply by bending 
the knees. This method of traction is comfortable, 
safe, and always under the patient’s control. 

It is imperative that the pull be felt in the spine; 
not under the chin. Slight shifting of the feet 
foreward or back will allow the patient to adjust 
the pull properly. 

Careful supervision during traction of those pa- 
tients who have a history of coronary artery disease 
is wise. It should be determined whether a carotid 
sinus irritability exists. If these untoward factors 
are not present, it is safe to continue treatment at 
home. 

Usually six to eight weeks of intensive work on 
the part of the patient is required for cure. The pa- 
tient should be cautioned not to discontinue treat- 
ment as soon as relief of pain has been obtained. 
This may occur within the first ten days. It is essen- 
tial that range be restored so that there is no recur- 
rence of pain and disability in two or three months. 


MATERIAL AND SPECIFICATIONS FOR 
HOME HALTER TRACTION 


A 60" length of 3” wide canton flannel, weight 8 oz./yd.’ sewn 
end to end. Flatten out doubled piece of flannel. Measure 9” from 
each end and sew crosswise of the material on a 30° bias. There 
are now two end loops each 18” in circumference and a central 
loop 24” in circumference. Suspension is made from a clothes line 
hook by a rope tied through the two end loops, and the central loop 
is adjusted to chin level. The anterior portion of the central loop 
suspends the chin, and the posterior portion of the central loop 
suspends the occiput. 
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Ave Patients Crue to 1.1.0. and Doses? 


BY B. WHEELER JENKINS, M.D. 
Philadelphia, Pennsylvania 


An attempt was made to ascertain how faithful patients are to simple t.i.d. regimens. 

Although the method employed was complex and fraught with difficulties, it produced results that suggest 

that the average patient takes only about half the doses that he is advised to take. Whatever the reasons 

for this faithlessness, doctors can make the patient’s problem simpler by prescribing fewer than three doses a day. 
Single-dose medications seem to have a better chance of success. 


I susmir that we physicians are a gullible lot (or, at 
least, that I have been gullible) when it comes to 
what our patients tell us about taking their medi- 
cines. Oh, it is true that we are skeptical—almost 
cynical—about many of their vague aches and pains. 
But when they tell us what we want to hear, when 
they praise the pills that we have prescribed for 
them, then we beam with baseless credulity. We es- 


tablish future dosages on what we think we have 
learned from past patients. We even publish our 
clinical evaluations of new compounds by smugly 
asserting, “The patients in this series took the 
medication three times a day.” 

But did they, really? Did they take it even twice 
a day? Or did they, as I have come to suspect, re- 
main faithful for only a few days, and then, finding 
the medication just too unpleasant to face, or too 
inconvenient to carry, or too unimpressive to re- 
member, just add the bottle to dozens of other simi- 
lar bottles in their medicine cabinets? 

A few months ago, I decided to find out how 
faithless some of my patients are to the simple t.i.d. 
and q.i.d. regimens that most of us so confidently 
prescribe. I realized that I faced two problems: one, 
I could not learn how faithless they were by merely 
asking them; two, I was already partially convinced 
that they were faithless and so would have to guard 
against prejudicing the results to suit my convic- 
tions. 
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The method that I devised failed in many ways. 
In failing, however, it told me much that was of 
interest—about patients, about their attitude to- 
ward medicine, about their eagerness to please the 
physician even if they have to lie to do it. 


Method 


The patients selected were those who: (1) could 
be counted on, with reasonable certainty, to keep 
an appointment; (2) were under treatment for a 
condition requiring at least two weeks of medica- 
tion; (3) were not related to another patient in- 
cluded in the study lest collusion spoil the trial. 
The medications were those that: (1) were in pill 
or capsule form, so that they might be counted; 
(2) are commonly administered three or four times 
a day (e.g., vitamins, amphetamine sulfate, pheno- 
barbital, antihistamines, antispasmodics, and anal- 
gesics). 

Each patient was given a box containing a num- 
ber of pills somewhat in excess of the number that 
he would need for a one-week or two-week period. 
This quantity was known only to the nurse. Each 
patient was asked to return in one week or in two 
weeks. At the initial visit, his history and diagnosis 
were recorded, as well as the results of his prior 
use of the medication, if indeed there had been such 
prior use. The nurse, in turn, recorded on a sepa- 
rate form the number of tablets and the dosage 
schedule that the patient had received, and the date 
and time of day of the visit. 

Up to this point, the method was straightforward 
and simple. But how to get the pills back at the 
end of one or two weeks in order to find out how 
many had been taken? At this point I asked two of 
my friends, each of whom teaches adults in colleges 
in two different cities, to try my method on their 
students. In their first trial they posed this situation 
to the thirty-odd members of their classes: “Sup- 
pose that you go to your family doctor, who gives 
you a supply of pills and asks you to return in two 
weeks. On the day that you are to return, Dr. 
Blank’s nurse *phones you and says, ‘Dr. Blank 
isn’t here just now, but before he went out, he 
asked me to ask you to bring in the box of pills that 
he gave you last time’”” The students, male and 
female, were asked, without further explanation, to 
jot down their reaction to this request. 

Their reactions were shattering! “He gave me 
the wrong prescription.” ‘He wants to sell the 
pills.” “‘He can’t remember what prescription he 
gave me.” “He is experimenting with me.” These 
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were the thoughts of more than half of the sixty 
students. 

In the classes immediately following, the teachers 
added another sentence to the phone message de- 
livered by the hypothetical nurse: “One of Dr. 
Blank’s other patients told him that some of her 
pills had cracked and crumbled, so he would like 
to examine them so that he can tell the manufac- 
turer about it.” The reactions of these two groups 
of students were encouraging: Only two out of 
fifty-eight, feeling that they were being experi- 
mented on, had any objection to the procedure. The 
rest merely stated that they had no reaction and 
that they would return the pills. 

This, then, was the method (perhaps scheme is a 
better word). It was fraught with difficulties, most 
of which were recognized. For one thing, I foresaw 
that because the medications to be used in the study 
were to be dispensed without charge to the patient, 
he might consider them to be less important than 
those for which he would be given an impressively 
scrawled though cryptic prescription and for which 
he would have to pay money. In noting this weak- 
ness in the plan, I determined to balance it partially 
by dispensing strong admonitions along with the 
pills. I also foresaw two features that biased the 
study in the other direction: (1) If the method were 
to work at all, it had to depend on patients who 
were faithful enough to keep appointments and who, 
therefore, might be expected to be more faithful to 
the prescribed regimen than the average patient. 
(2) Although an occasional suspicious patient might 
destroy some of the pills in order to make himself 
look more faithful than he actually was, he could 
not manufacture pills in order to make himself look 


less faithful. 
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Results 


Although thirty patients played a part in the 
study, only twenty-two played a big enough part to 
give an answer to whether or not they had been 
faithful to the regimen. Nineteen of the twenty-two 
were women, not because women predominate in 
my practice, but because they were presumed to be 
more likely to keep appointments. All of the twenty- 
two patients were adults, ranging in age from 21 to 
65 years. 

Of the eight who did not finish, three came into 
the office a day or two before they were expected, 
and five failed to bring in the pills even though they 
had been asked. Three of these simply forgot to, 
but confided in the nurse that they had not “taken 
many of them.” Two said that their supply did not 
seem to have crumbled, and so they had not con- 
sidered it necessary to bring them in. 

Of the twenty-two who did bring in their pills on 
request, four appeared to have been completely 
faithful, i.e., the number of missing pills almost ex- 
actly matched the number that they should have 
taken. Twelve appeared to have been somewhat less 


Doses token 


Doses missed 


than 60 per cent faithful, perhaps having take: 
two-a-day rather than the three-a-day that had bee: 
prescribed. Four. were half faithful. And two wer: 
almost completely faithless: they had taken onl: 
three or four pills. On the average, the patients in 
this series were a little more than 50 per cent faith- 
ful to the t.i.d. and q.i.d. regimens. 

Not a single one of the patients gave any indica- 
tion to me that he or she had not been completely 
faithful to the regimen that I had prescribed. 


This modest study can give no more than a hint 
of the degree of faithlessness of patients to simple 
t.i.d. and q.i.d. regimens. It may be a provocative 
hint, however. It provokes me to doubt, for exam- 
ple, much of what my patients tell me about the ef- 
fects of the drugs that I have prescribed. It makes 
me concerned about the disposition of the pills, cap- 
sules, elixirs, syrups, and lozenges that are stored 
on bathroom shelves. Are they used later by the pa- 
tient when they may do him more harm than good? 
Are they dispensed willy-nilly to other members of 
the family? Are they within reach of the children? 

But these doubts and concerns are scarcely con- 
structive. More to the point are the questions: Why 
are patients faithless? What can be done to make 
them more faithful? Probably some of them are 
faithless because they are repelled by the taste, the 
bulk, or even the color of the medication. Men miss 
the mid-day dose because they refuse to bulge the 
pockets of their business suits with pill bottles, or 
because they do not want to turn their desks into 
miniature apothecaries littered with sticky spoons. 
Women, most of whom are so busy with housework 
that they sometimes forget to eat lunch, are even 
more likely to forget medicines. Probably the little 
children are the most faithful of all, not because 
they want to be, but because their mothers make 
them be. But even the children, especially the school 
children, can scarcely be expected to remember all 
of the doses. 

It would seem advisable, therefore, for the phy- 
sician to make the taking of medicine as pleasant 
and easy to remember as possible. It may be argued 
that these aims are at times antithetical, that the 
more unpleasant the dose may be, the more easy it 
is to remember. This argument gives small comfort, 
however, if the patient merely remembers that he 
should take the dose but does not actually take it. 

If the physician does try to reduce faithlessness 
by making the dose more pleasant, he will choose 
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the sweet elixir over the bitter, the small pill over 
the large, the clear solution over the murky, the 
smooth lotion over the greasy. If he tries to reduce 
faithlessness by making the dose easy to remember, 
he will reduce the number of doses to the minimum. 

Unfortunately, with most orally administered 


drugs, the minimum dose is three a day, which is 
about two doses too many for the average patient to 
remember. There are some orally administered 
drugs that are now available from several pharma- 
ceutical houses in a form that, while it provides a 
full day’s dose, does it with only one administra- 
tion. There are repeat action tablets, timed disinte- 
gration tablets, and Spansule sustained-release cap- 
sules. 

In one or more of these single-dose forms, the 
physician now has available either phenobarbital, 
an antihistamine, an amphetamine, and an anti- 
spasmodic. Widely useful as these four drugs are, 
it would seem unfortunate if they are to be the only 
single-dose forms available. For although these 
forms differ in the way they release their multiple 
doses, they all possess one big advantage: they can 
be prescribed for the one period of the day that is 
free of distractions and controlled completely by 
routine—the period before breakfast when children, 
housewives, and husbands go robot-like into the 
bathroom, where the water glass and medicine bot- 
tle are immediately at hand. 


I. Recognition 
A. Pre-stage 
A 1. Previous remote infection 
a. Furuncles, carbuncles, cellulitis 
b. Mastoiditis 
c. Cystitis 
d. Acute respiratory infection 
. Previous adjacent infection 
a. Decubitus ulcer 
b. Wounds of back 
c. Perinephric or psoas abscesses 
d. Osteomyelitis of spine 
B. Cardinal signs 
1. Severe back pain 
2. Local spinous tenderness 
3. Evidence of infection (fever, leukocy- 
tosis, etc.) 
C. Late signs: neurologic involvement 
II. Management 
A. No lumbar puncture 
B. Immediate operation (laminectomy) 
C. Antibiotics 
(Outlined from a case report by W. G. Sarrell 
and D. J. La Fia, New England J. Med., 250: 318, 
1954.) 
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When two manuscripts devoted to the same subject arrive at the Medical Editor’s desk simultaneously, 

the usual procedure is to select the best one and reject the other. Here, however, are two papers that are not only 
equally good, but also complement, instead of duplicate, each other. The first one outlines the heavy 
responsibility of the family physician as the principal ‘‘tool’’ in cancer education, detection, and management. 

The second article outlines the extent to which general practitioners are meeting that responsibility. 

Together, the two papers give a comprehensive picture of this important subject. 


Responsibilities of the Family Physician 
in the Cancer Control Program 


BY FRANK L. RECTOR, M.D. 
Evanston, Illinois 


Wuite there has been a national educational organi- 
zation in the cancer field since 1913, it was not until 
1931 that a concerted nation-wide effort was made 
to assist the medical profession to a fuller under- 
standing of the cancer control problem and the 
necessary part the profession must play in making 
the control program effective. 

Previous to 1931, cancer educational efforts for 
both lay and professional groups had been centered 
in “cancer weeks” during which, in a given locality, 
there would be a series of public meetings addressed 
by physicians. The public would be told of ways 
and means then recommended for treating the dis- 
ease and that they should visit their physicians for 
this service. Many laymen found their physicians 
unable to render the service they had been told to 
expect. The physicians lacked facilities or training 
or both in that field of medical practice. As a result 
of these sporadic attempts at cancer education, these 
special “weeks” engendered more fear than hope in 
the public mind. People complained that they were 
unable to get the service they had expected. 

In 1931, the educational “‘week”’ idea was dropped, 
and for the next five years, efforts were concentrated 


on helping the medical profession to a better under- 
standing of the cancer problem, particularly about 
responsibilities for better control of the disease. 
Cancer committees were organized in state and local 
medical societies. Surveys were made in several 
states of the number of cancer patients treated, espe- 
cially in hospitals, and of the facilities available in 
different communities for their care and treatment. 
Development of special cancer diagnostic and treat- 
ment clinics was encouraged, especially in hospitals 
seeing large numbers of cancer patients. 

This professional education program was intended 
primarily to raise the significance of the cancer 
problem to a higher level in the physicians’ minds, 
and to prepare them for better service to their pa- 
tients. One important phase of this program was to 
dissipate the cloud of pessimism surrounding cancer. 
The great majority of cancer patients had sought 
treatment only after their disease had reached the 
incurable stage. Three- or five-year cures were 
seldom seen, and because of the feeling of disgrace 
associated with having the disease, the average lay- 
man was reluctant even to mention the word in 
general conversation. This made it difficult to know 
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of any one who had survived treatment. As the 
average physician saw few cancer patients in the 
course of his practice, it was slow work in many areas 
to arouse the active co-operation of the medical pro- 
fession in the cancer problem. 

Slowly evidence accumulated through hospital 
experience, health department records, and case 
histories that, when seen in early stages before 
metastases had occurred, there was a fair chance of 
curing the patient. At this stage in the development 
of the cancer control program, surgeons and radiol- 
ogists largely were thought to be the only repre- 
sentatives of the medical profession capable of 
handling cancer patients. They looked to patholo- 
gists for help in clinching their diagnoses but other- 
wise tended to assume full responsibility for the 
patient’s welfare. Both groups entirely overlooked 
the professional group that has come to occupy the 
key position in the cancer control program—the 
general practitioner or family physician. Emphasis 
had been placed on improving treatment methods; 
and the emotional, social, and economic problems 
had been largely ignored, although these were of 
vital interest to the welfare of the patient and his 
response to treatment. 


Educating the Public 


In 1936, emphasis on cancer education veered 
from professional to public groups. It was felt that 
sufficient improvement had been made in professional 
appreciation of the problem and in providing facil- 
ities for diagnosis and treatment that attention 
should be turned to education of the public to seek 
medical attention in earlier stages of the disease 
when there was hope for a cure. 

The lay education program for the past eighteen 
years has stressed three things: (1) that early, and 
only early, cancer is curable; (2) that cancer can be 
diagnosed frequently before it has produced signs 
in the patient; and (3) that the family physician 
should be the one first consulted for a medical exam- 
ination to determine if cancer is present. Diagnosis 
then, as of today, is the responsibility of the family 
physician. The diagnosis of cancer is as much his 
problem as is that of influenza or measles. This 
places a grave responsibility on the general prac- 
titioner for safeguarding his patient’s health. 


The Family Physician’s Role 


_ The majority of physicians are doing a splendid 
job of complete medical examinations for cancer. 
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They are thoroughly cancer-conscious and on the 
alert for signs or symptoms of the disease. Unfor- 
tunately, not all family physicians have taken this 
responsibility seriously. In too many cases patients 
have reported that their requests for medical exam- 
ination have been made light of, and they have been 
dismissed with the facetious remark that, as they 
admit having no signs or symptoms of illness and 
look perfectly healthy, why bother with an examina- 
tion that probably will be negative in all essentials. 

Such a professional attitude does irreparable harm 
in three ways: (1) Failure to make such examinations 
may permit an early cancer to progress to the in- 
curable stage. (2) Such an attitude on the part of the 
physician has done more than any other thing to 
raise doubts in the public mind of the ability of 
physicians to recognize cancer when present or to 
be interested to further the cancer control program. 
(3) It has been one of the strongest arguments for 
special cancer detection centers operated by local 
lay cancer organizations. 

It is the worst possible public relations for phy- 
sicians to treat lightly requests for service that the 
patient has been told is his best safeguard against a 
fatal experience with the disease. Out of an expe- 
rience of more than twenty years in cancer educa- 
tion, the writer has had reports of this distrust from 
almost every audience addressed. 

The family physician has the duty not only to 
examine his patients for cancer as a part of his pro- 
fessional service to the community, but also to 
follow through on all his suspicious findings until 
cancer is proved or ruled out. A physician is never 
justified in taking a “watchful waiting” attitude 
toward any abnormal physical condition suspected 
of being cancer. Cancer, as well as all other possi- 
bilities, should be ruled out in every examination 
made. Many a woman with a painless lump in her 
breast has been “watched” until she was doomed 
from incurable cancer. Many a woman in the meno- 
pause with a continuous vaginal bleeding has died 
from uterine cancer because she was told that her 
unusual bleeding was to be expected and would 
cease as soon as her menopause became established. 
Many a person of middle age has been treated for a 
prolonged “‘indigestion”’ without an x-ray examina- 
tion; and many others, in the absence of a rectal 
examination, have been treated for hemorrhoids 
when cancer and not hemorrhoids was the real 
trouble. Some physicians still do not make an exam- 
ination of a bleeding uterus but delay until the 
bleeding ceases—which in many cases does not 
occur. A moment’s reflection should indicate that 
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the opportunity to discover the source and cause of 
the bleeding is missed by neglecting such examina- 
tions during the bleeding episode. 


A Plan for Office Examinations 


Six years ago, in 1948, the Hillsdale County 
(Michigan) Medical Society came up with a prac- 
tical solution of the problem of examining patients 
for cancer during office hours without interfering 
with the physician’s regular office practice schedule. 
The physicians in that county agreed to examine 
any of their patients during regular office hours 
provided the patient made an appointment for the 
examination. In this way the necessary time could 
be planned in setting up their daily office schedule. 
In these examinations, the skin, oral cavity, breast, 
uterus, rectum, and prostate were the sites pri- 
marily covered. In these six body areas about two- 
thirds of all cancers are found, and these areas also 
lend themselves to ready examination in the phy- 
sician’s office. If, in the course of history-taking or 
examination, suspicion is directed at any other 
tissue or organ, that area is included in the exam- 
ination procedure. 

During the past six years these office examina- 
tions have numbered about one hundred monthly, 
and the percentage of patients having cancer has 
been much greater than reported by any other 
method of cancer detection. This “Hillsdale Plan 
for Tumor Detection,” as the procedure is known 
throughout this country and in many foreign lands, 
can be used by any physician or medical group 
willing to put it into operation. 


Other Responsibilities of the Family Physician 


Incurable Patients. Another responsibility of the 
family physician and all other physicians having to 
do with the treatment and care of cancer patients, 
is to avoid telling the incurable patient that “nothing 
more can be done” for him. While the possibility of 
cure cannot be offered, in practically all cases relief 
of distressing symptoms can be given, and in this 
way the patient’s morale can be maintained until 
or near the end. No physician should doom his 
cancer patient to weeks or months of unrelieved 
physical or mental suffering because a cure is im- 
possible. Such verdicts annually drive thousands 
of cancer sufferers and their friends into the hands 
of quacks and charlatans who promise all sorts of 
impossible cures and by their exorbitant charges 
deprive the patients and their families of financial 


means needed to meet ordinary living expenses 
Omitting the quack’s phoney diagnostic and treat 
ment methods, regular physicians could with benefi. 
use many of the psychologic methods employed by, 
quacks for encouragement of their cancer patients 

New Cures. Another problem relating to the phy 
sician-patient relationship, but for which the family 
physician is not responsible, is that of the prema- 
ture and unwarranted claims often put forth through 
the press and lay magazines for new but unproved 
diagnostic aids and cancer “‘cures.”” While the situa- 
tion seems to be a bit improved at the present time, 
there has been in the past few years a rash of reports 
of new discoveries from research laboratories claim- 
ing marvelous advances have been made in solving 
the cancer problem. Too often these claims have 
been based on very inadequate information. Un- 
verified experiments based on a few laboratory ani- 
mals or human patients have no scientific validity. 
As an example, recently a national news service 
distributed a report on treatment of acute leukemia 
with ACTH in which it was stated that “two chil- 
dren and two adults still were well one day and five 
weeks after getting the hormone.” It is believed that 
all physicians will agree that “one day” or even 
**five weeks” leukemia “cures” have little hope to 
offer such patients. 

Such announcements always bring a flood of in- 
quiries and demands on physicians and hospitals 
for the same treatment, always with discouraging 
results to patients who cannot understand why they 
cannot immediately have the benefit of these dis- 
coveries. It doesn’t help to explain that the wonder 
drug is not yet available for general use and that, if 
it were available, further and extended experiment 
and study would be necessary before its general use 
would be justified. Too often the physician and 
hospital are blamed for conditions beyond their 
control. The fault lies with those who prematurely 
announce inconclusive results and who are unwill- 
ing to await scientific confirmation of their findings, 
as every real scientist knows must be done before 
new discoveries are accepted. 

Physicians should sympathetically inform their 
enquiring patients of the facts in such cases, and 
assure them that as soon as the value of new prod- 
ucts or methods is established beyond a scientific 
doubt and supplies are adequate the service will be 
made available to those needing it. 

Spreading Knowledge. In the lay education pro- 
gram, the family physician has the responsibility of 
interpreting to his patients and to public assemblies 
when called on to do so, the latest accepted facts 
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about the causes, diagnosis, and treatment of cancer. 
The amount of scientific information about cancer 
the public can assimilate and use is not extensive. 
It is believed the descriptions of treatment, espe- 
cially when accompanied by pictures of cancerous 
tissues (both macroscopic and microscopic) and 
similar illustrations serve in too many cases to con- 
fuse the layman rather than help him. A greater 
service will be rendered by discussing the important 
early signs of cancer and emphasizing that when 
such signs are present, medical examination is im- 
perative to safeguard one’s health. 

In this program, the high school ages should al- 
ways be included. These young people have not yet 
developed fixed ideas as have many of their elders, 


and they offer an excellent opportunity for implant- 
ing facts about cancer as they are known today. 

Self-education. As the public becomes better edu- 
cated about the cancer problem, it will increasingly 
turn to the medical profession for assistance and ad- 
vice regarding this disease. Through scientific pub- 
lications, the medical profession can keep abreast 
of the newest factual information about the diag- 
nosis, treatment, and care of the cancer patient, and 
the family physician increasingly will occupy a 
strategic position in the cancer control program. 
The extent to which he fulfills that responsibility 
will determine in large measure the confidence the 
public will accord him as the key man in cancer 
control, 


Che Family Physician's Attitude Coward Cancer 


BY J.S. DETAR, M.D. 
Milan, Michigan 


MEDICAL JOURNALS and lay magazines in recent 
months have featured many articles decrying delay, 
inadequacy, and incompetency in the diagnosis and 
treatment of cancer. Figures of a most discouraging 
nature have been quoted from surveys of investi- 
gators in New York City, Philadelphia, Los An- 
geles, Washington, D.C., and Chicago. One such 
article appearing in the January, 1954, issue of a 
popular woman’s magazine contains statements as 
follows: ‘*... From 10 to 40 percent of all doctors 
fail to examine their patients properly. ... Phy- 
sicians were wholly responsible for the delayed diag- 
nosis of 23.4 percent of all patients. . . . With cancer 
of the uterus, an average delay of 5.4 months’ pro- 
crastination by the physician. ... Wrong medical 
advice given to 27 percent of patients by the first 
physician whom they consulted (for breast cancer). 
. . . Of 687 patients—an average delay of about four 
months between the first visit to the physician and a 
definitive diagnosis. . . . In Philadelphia, The Com- 
mittee for the Study of Pelvic Cancer made the 
amazing discovery that 50 percent of the delays in 


diagnosis were ‘due to failure to examine the 
patient.’” 
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The Family Physician—at Fault? 


There is no question about the value of wide dis- 
semination of cancer education to both physicians 
and patients. The prominence of cancer detection 
discussion in Academy scientific programs across 
the country is concrete evidence of the recognition 
of that need. And yet, in the popular press it is the 
family physician, rightly or wrongly, who receives 
most of the criticism for delay, faulty techniques, 
and failure in detection programs. This sentence 
appeared in the article referred to above: “The goal 
of making every physician’s office a cancer-detection 
center can never be reached if (the doctor’s) prac- 
tice demands that he see thirty to one hundred 
patients a day during his office hours. Men doing 
that type of practice should make no pretense of 
giving the patient an examination for cancer. Yet it 
is precisely such harried doctors—the busy general 
practitioners—who are first consulted by most 
people.” (Italics mine.) 

The author then asks his women readers this 
question: ‘What is the answer for you in view of 
this amazing prevalence of misdiagnosis, mistreat- 


ment and unconscionable delay among general prac- 
titioners ?”’ (Italics mine again.) He then answers his 
own question: “To assure ourselves and our families 
of the best defense against cancer, we will have to 
learn how to distinguish between physicians.” 

Certainly I agree with the last statement. How- 
ever, I cannot quite be convinced that family phy- 
sicians as a class are utterly helpless or completely 
inept in the management of their patients’ cancer 
detection problems. On the contrary, it is in his own 
physician’s office that the cancer patient finds his 
greatest hope—because it is here that his suspicious 
symptoms are first elicited by a skilled clinician. 
Because he is a trusted servant, the family physician 
assumes a cancer detection responsibility for every 
patient who enters his office. 

The role of the general physician in cancer con- 
trol is very similar to that of the soldier who is a 
member of the squad or platoon assigned to the 
perimeter defense in a combat zone. The enemy’s 
likelihood of success is entirely dependent on his 
ability to get through the outpost undetected. The 
success of the defense lies in an early detection and 
prompt countermeasures. 


The General Physician's Field 


Specifically, exactly what can the general prac- 
titioner do in early detection? The history is of 
paramount importance. Cancer suspicion is imme- 
diately aroused by loss of weight, nausea, inanition, 
normocytic anemia, simple emesis, dysphagia, 
hoarseness, eructation, recently developed consti- 
pation or diarrhea, persistent cough, unusual dis- 
charge, hematuria, melena, or nonhealing derma- 
tologic lesions. The family physician needs only his 
eyes, his hands, a few simple instruments, and a 
high index of cancer suspicion in order to detect 
the symptoms of most early cancers. 

Carcinoma of the skin can be diagnosed by ex- 
cision and biopsy. Cancer of the nares, oral cavity, 
pharynx, or larynx is detectable in every physician’s 
office with no equipment other than nasal speculum, 
head mirror, and laryngeal mirror. Diagnosis of 
carcinoma of the breast, cervix, cervical canal, or 
endometrium should have a very low index of error 
in the hands of the general physician. The great 
majority of cancers of the female are detectable on 
first examination or immediately subsequent biopsy. 
There is no reason for an interval of months be- 
tween first examination and final diagnosis. Car- 
cinoma of the rectum and sigmoid can be detected 
in any general physician’s office. Seventy per cent 


of colon carcinomas are visible without roent- 
genography. Early diagnosis can increase the sur 
vival rate in rectosigmoid carcinoma by 70 per cent. 

Needs for Consultation. No family physician con- 
stitutes the final word in cancer detection. This is 
a job for a whole team. Failure to utilize services 
available in the specialty fields quickly—on sus- 
picion—when such services are necessary to estab- 
lish a definitive diagnosis, constitutes malpractice, 
and is responsible for much of the criticism being 
heaped on the general practitioner. This is partic- 
ularly true in the fields of pulmonary, gastrointesti- 
nal, and genitourinary carcinoma. The services of 
the roentgenologist, the bronchoscopist, the gas- 
troscopist, the urologist, and the pathologist are 
prime requisites—and should be sought early. 

No general physician can be a general specialist; 
he who tries not only misleads himself but misguides 
his patients. When one realizes, for example, that 
90 per cent of genitourinary carcinomas can be cured 
if treated within two weeks following the first pain- 
less hematuria, that only 40 per cent can be cured 
after the second hemorrhage, and that the percent- 
age of cure drops to near zero if cystoscopy is de- 
layed until the third attack, the importance of early 
assistance from the specialty fields is more than 
substantiated. 

The Periodic Examination. The American public 
is becoming increasingly conscious of the value of 
the periodic examination—the so-called “general 
check-up.” Herein lie a great opportunity (and a 
heavy responsibility) for the family physician. It is 
not possible to review history and do justice to a 
general examination in the time usually allotted toa 
routine office call in a busy practitioner’s office. 
Moreover, an attitude of disinterest, supplemented 
with a hasty examination, brings deserved criticism 
to a physician, whether busy or just lazy. A subse- 
quent appointment is a requisite for the patient who 
comes for comprehensive examination without prior 
arrangements. Many family physicians render their 
patients a notification service—a policy appreciated 
by the patients, and helpful to the doctor in plan- 
ning time for adequate examination. 

The periodic examination offers a golden oppor- 
tunity for every family physician to search for the 
signs and symptoms not only of cancer, but also of 
diabetes, cardiovascular disease, arthritis, and other 
degenerative diseases. Even the routine administra- 
tion of immunizations to babies and children affords 
the alert doctor this privilege—in an age group 
second only to the later decades of life in the inci- 
dence of malignant neoplasms. 
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A Challenge to AAGP Members 


When we read castigations of doctors for laxity in 
the campaign of cancer detection, and when we 
peruse the uncomplimentary surveys that substan- 
tiate the allegations, our defense mechanism imme- 
diately produces the answer: ‘‘Maybe true, but cer- 
tainly not of us.”” We hope this is true. Certainly 
Academy members have an organizational responsi- 
bility, and we are trying to discharge it. Accent on 


cancer detection will be found every year in every 
Academy scientific program in every state in the 
Union. In our requirements of postgraduate study 
for continued membership, we hope we are doing 
our bit to meet the issue. The problem of cancer de- 
tection will be solved, not in meetings, but in the 
physician’s office. Unless the pattern of medical care 
experiences a radical metamorphosis, it will be in 
the office of the general practitioner—the family 
physician who is constantly suspicious of cancer. 


tHE present status or SUpratadical Cancer Surgery 


IN AN EFFORT to evaluate the advisability of per- 
forming the radical mass resections now in com- 
mon use for extensive malignant tumors, Fisher 
has reported the results of a questionnaire on this 
subject sent to leading surgeons throughout 
America. Although with the aid of excellent anes- 
thesia, multiple blood transfusions, and better 
training, these supraradical resections are now 
possible, the question has arisen of whether or not 
they accomplish anything in terms of cancer eradi- 
cation and survival of the patients. Twenty-five of 
the country’s leading surgeons were questioned. 

On the value of supraradical mastectomy, in- 
cluding the resection of the supraclavicular and 
internal mammary nodes, 60 per cent of the sur- 
geons advised against the procedure, feeling that 
the principles of the Halsted operation meet the 
requirements of an adequate operation for cancer. 
They felt that metastases that cannot be prevented 
by this operation are probably due to transmission 
by the blood stream, in which case, no extension 
of the operation would accomplish anything. 

Concerning total gastrectomy for carcinoma of 
the stomach, not one of the surgeons favored 
routine total gastrectomy for carcinoma of the 
stomach. The consensus seemed to be that it 
should be reserved for cases in which it is impos- 
sible to get well above or below the lesion with 
any lesser operation. One surgeon felt that, 
although five-year survival rates in carcinoma of 
the stomach have been improved, this betterment 
also has occurred in patients treated by subtotal 
resection providing no gland involvement is pres- 
ent. Another surgeon emphasized, however, that 
an improperly performed total gastrectomy might 
actually remove less lymph node-bearing tissue 
than a properly performed subtotal resection. 
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One of the chief advocates for total resection ad- 
vocated that the number of patients submitted to 
total gastrectomy should be increased, although 
he felt that this operation is unnecessary for 
prepyloric lesions. 

Concerning quarterectomy, all felt that their 
experience with this operation was insufficient for 
real conclusions. 

The opinions concerning pelvic evisceration 
were more divided. Some felt that it had a definite 
place in the therapy of pelvic carcinoma in women 
and is worth doing. Many felt that the terminal 
days of such patients are made more miserable by 
the addition of a wet colostomy than if they had 
been permitted to die in peace. One author stated 
that if lesions are localized to pelvic structures 
and do not involve the pelvic wall, the procedure 
will be followed by an occasional cure. 

Most of the surgeons agreed that multiple organ 
excision is not justifiable. 

Pancreaticoduodenectomy in the treatment of 
true adenocarcinoma of the head of the pancreas 
was felt to be ill advised and futile, although in 
some cases in which a lesion of the bile duct can 
not be distinguished from carcinoma of the pan- 
creas, it is indicated on the basis of mistaken 
diagnosis. Approximately 90 per cent of the re- 
plies were unequivocally opposed to the “second 
look” operation. 

Although the results of the survey indicated 
that supraradical surgical procedures are too new 
for absolute conclusions and are still in the ex- 
perimental stage, and although at the present 
time results are disappointing, this is by no means 
a unanimous viewpoint, since a few of the sur- 
geons were optimistic and favored increased use 
of such procedures. (Am. J. Surg., 87:155, 1954.) 
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Practical Therapeutics 


Symptoms and Diseases Induced by the Physician 


BY JAMES V. WARREN, M.D. AND JANET WOLTER,M.D. 


Duke University School of Medicine, Durham, North Carolina 


Ir nas been pointed out on numerous occasions 
that, in a sense, the physician himself functions as 
an important therapeutic agent. For this reason, 
many patients’ disorders improve with nothing 
more than intelligent and sympathetic care by the 
doctor. Like all other therapeutic agents, however, 
the activities of the physician in this role are at 
times accompanied by certain untoward or even 
“toxic” reactions. The diseases or symptoms so pro- 
duced have in recent years been called iatrogenic, 
meaning simply that they are physician-induced. 
These disorders occur in a wide variety and it is the 
purpose of this article to discuss briefly some of 
those most frequently seen. The basic therapeutic 
principle is obvious; if the physician is aware of this 
type of disease, he can do much to prevent it. 
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latrogenic Heart Disease 


There is no type of disease except perhaps cancer 
that is so fraught with emotional feeling among the 
nonmedical public as is heart disease. The frequency 
of cardiovascular disease, emphasized by the numer- 
ous accounts of sudden death that appear in the 
newspapers, provides considerable basis for the fear 
and apprehension that exists in many people. The 
symptoms of heart disease are becoming more gen- 
erally known by the laity, and unfortunately there is 
hardly one that is not duplicated by so-called “‘func- 
tional” complaints. In other words, patients may 
have the symptoms of heart disease, not as the 
result of any cardiac difficulty but as a manifestation 
of anxiety. The physician, by calling attention to a 
murmur or some cardiovascular abnormality, even 
though functionally insignificant, may precipitate 
this type of difficulty. The experience of the work 
classification units of cardiac-in-industry programs, 
where patients with cardiovascular disease are eval- 
uated as to work capacity, gives impressive evidence 
regarding the high incidence of such functional 
manifestations in persons with the diagnosis of a 
cardiac lesion. 

Shortness of breath is one of the most frequent 
manifestations of cardiac disease. Unfortunately, 
this is also a common manifestation of anxiety. A 
person is usually not aware of his respiratory altera- 
tions, even though they are markedly influenced by 
the emotional situation as well as by physical activ- 
ities. If one has increased respiratory activity 
after exercise, for instance, this appears entirely 
logical and is not the cause for any apprehension in 
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the average person. However, if it occurs upon emo- 
tional stress, the cause may not be apparent; and 
its occurrence may become the source of great alarm 
to the patient. The physician can usually diagnose 
this sort of breathlessness by taking a careful his- 
tory, with particular care in eliciting the precipitat- 
ing factors and the associated manifestations of 
hyperventilation, such as giddiness and numbness 
and tingling of the extremities. These only rarely 
occur in the hyperventilation of true congestive 
failure. 

Precordial pain or discomfort is another common 
manifestation of functional disorders as well as 
heart disease. It is frequently seen in so-called 
neurocirculatory asthenia. Most patients today are 
aware of the basic symptoms of angina pectoris, and 
pain in the chest may cause considerable anxiety. 
Again, a careful history will usually differentiate be- 
tween these disorders. It is well to remember that 
the pain of myocardial ischemia is usually sub- 
sternal, whereas the discomfort of functional dis- 
orders is more apt to be in the left or precordial 
region of the chest. In certain situations, however, 
differentiation is difficult; and it is in this group of 
patients that exercise tolerance tests are of value. 

Many other symptoms may be misinterpreted as 
cardiac in origin, not only by the patient but by the 
physician as well. It is useful to remember that 
edema of the ankles is more often due to noncardiac 
causes than to congestive heart failure. Fainting 
episodes are frequently misinterpreted as evidence 
of heart disease but are much more frequently non- 
cardiac in origin. Even such a specific symptom- 
complex as paroxysmal nocturnal dyspnea may 
occur as a manifestation of anxiety, and the patient’s 
description of such episodes may be indistinguish- 
able from those that occur in left ventricular failure. 

The Physician’s Part. The above symptoms may 
be precipitated or enhanced by the physician’s di- 
recting the patient’s attention toward a cardiac 
murmur or a deviation of blood pressure. Thus, the 
physician should carefully evaluate a murmur or a 
blood pressure elevation before discussing it with 
the patient. Once the diagnosis of organic heart 
disease is even suggested, the soil is prepared for 
the development of anxiety and its manifestations. 
Many patients have been unnecessarily damned 
with the label of heart disease because of an innocent 
systolic murmur, or they have worried for many 
years because of a physician’s remark that their 
blood pressure is either high or, worse yet, low. 

The presence of minor electrocardiographic ab- 
normalities is another source of difficulty. One 


should exercise extreme caution in making the 
diagnosis of heart disease on the basis of the electro- 
cardiogram. The range of normal is large, particu- 
larly with reference to such things as T-wave altera- 
tion with exercise. 

It should be remembered that the presence of or- 
ganic heart disease does not eliminate the possi- 
bility of a functional component in the patient’s 
symptoms. As a matter of fact, it predisposes toward 
the development of many of the symptoms that have 
just been discussed. It is frequently difficult, for 
instance, to evaluate the significance of shortness of 
breath in a patient with mitral stenosis. It may be 
the result of circulatory impairment, on one hand; 
or it may be a manifestation of anxiety, stemming 
from the awareness‘of a heart lesion, on the other. 

Manifestations of this type are discussed here in 
view of the fact that symptoms are frequently pro- 
duced or intensified by the physician’s care. This 
can, of course, occur despite the best intentions and 
complete competence of the physician. However, 
the physician’s awareness of these pitfalls would 
certainly appear to be an important factor in the 
active prevention of some of these difficulties. 


Transmission of Disease by Blood 


World War II saw the demonstration on a grand 
scale of the iatrogenic transmission of infectious 
jaundice, or more properly, homologous serum hep- 
atitis. Studies carried out since then have shown 
that there are many ways by which this disease may 
be transmitted in addition to the transfusion of 
whole blood. 

The transfusion of plasma, even though irradiated 
by ultraviolet light, will also infect the recipient. 
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The danger is further enhanced when pooled plasma 
is used, in that one unit of contaminated plasma will 
render infectious all plasma from the pool. Various 
sera derived from blood can also transmit hepatitis 
even when administered in small amounts. The evi- 
dence indicates, however, that purified human al- 
bumin and gamma globulin are not guilty, despite 
some case reports that have raised this possibility. 

Probably of even more importance to the average 
physician is the demonstration that contaminated 
needles, syringes, or even lancets used for obtaining 
blood for hemoglobin determinations and blood 
counts may be the means of transmitting hepatitis. 
It has been demonstrated that although a sterile 
needle may be used, an unsterile contaminated 
syringe may be the source of infection as a result of 
the small amount of reflux blood that occurs at the 
time of venepuncture. 

The virus of serum hepatitis is relatively heat re- 
sistant, and the surest way of avoiding transmission 
is by use of properly autoclaved needles and syr- 
inges. Disposable lancets have recently become 
available for use in obtaining hematologic speci- 
mens. Although the virus can be destroyed by 
boiling if continued for at least twenty minutes, the 
use of this method in small sterilizers is to be 
frowned upon because of the danger of contamina- 
tion, especially when several persons are using the 
sterilizing unit. All too frequently one person puts 
in a needle and syringe only to have it removed a 
few minutes later by another person, in the belief 
that it has had adequate sterilizing time. 

The reported incidence of hepatitis following 
blood transfusion has been variable, but most studies 
show that at least 3 to 5 per cent of recipients de- 
velop the disease. The situation is made even more 
serious by the demonstration that, although most 
patients with this disease recover completely, it may 
lead to chronic liver disease and even death. The 
moral is simple. Blood and blood derivatives should 
not be used unless absolutely needed, and one 
should use the utmost care in preventing trans- 
mission of hepatitis by contaminated instruments. 

The transmission of malaria and syphilis by blood 
transfusion has received a major share of attention 
in the past, but on a frequency basis, hepatitis has 
now far outdistanced them. Nevertheless, trans- 
mission of these diseases still occurs; and the return 
of members of the armed forces from malarial areas 
has to a degree increased this possibility. 

The fact that blood has a positive serologic test 
for syphilis fortunately does not necessarily mean 
that the disease will be transmitted; and in addition, 
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it has been shown that the spirochete cannot survive 
a prolonged period of refrigeration, such as is fre- 
quently used in our blood banks. Nevertheless, the 
physician should remain vigilant in preventing the 
iatrogenic transmission of this disease. 


Physician-Induced Invalidism 


A patient was recently admitted to our hospital 
with evidence of an acute and severe myocardial in- 
farction. As a matter of fact, his condition was so 
poor that at first sight the admitting physician 
thought that the man was dead. After a long and 
rather hectic convalescence, the patient was 
discharged. 

On a follow-up visit it was discovered that al- 
though there was no angina pectoris nor evidence of 
congestive failure, he was almost totally bedridden. 
On questioning, it was found that during his hos- 
pital stay, and especially at the time of discharge, 
the patient had been told by well-meaning physicians 
what a severe attack he had been through and how 
pleased they were with his survival. The patient in- 
ferred that after such an experience he still must be, 
to use his own words, “a very sick man.” On re- 
turning home he entered a life of almost complete 
invalidism until reassured by the physicians at the 
follow-up visit. 

We have seen this sort of restriction of activity in 
other patients, particularly those with heart disease. 
At times the restrictions are self-induced by the 
patient, usually on the basis of misinterpretation of 
a physician’s remarks, but sometimes they result 
from a direct suggestion by the physician. Although 
the course of cardiovascular disease may at times 
appear to be aggravated by activity, it hardly seems 
advisable to restrict a patient to the state of chronic 
invalidism for prophylactic reasons. Even in patients 
with severe and eventually fatal disease, it would 
appear that an appreciable term of life on a much 
more normal level can be salvaged on the basis of 
proper advice by the physician. 


Diagnostic Procedures 


Most of the diagnostic procedures used today are 
relatively safe statistically, but the dangers of each 
should be considered in terms of each independent 
patient. Even the instillation into the conjunctiva 
of cycloplegic drugs, without at least a superficial 
check of ocular tension, may precipitate glaucoma. 
The use of local anesthetics, cocaine in particular, 
on the nasal or pharyngeal mucosa carries with it 


the possibility of reactions to these drugs. Cardiac 
arrest, although fortunately rare, is the most serious ; 
and severe cocaine reactions are next in order of 
gravity. These possibilities exist not only in naso- 
pharyngeal examinations but also in the prepara- 
tion of patients for broncho-esophagoscopy and 
bronchograms. 

The very use of an endoscope is not without 
danger, since the strong vagal stimulation produced 
may cause serious cardiac arrhythmias and occa- 
sionally death, particularly in patients with myo- 
cardial irritability. 

The use of iodized oil as a pulmonary contrast 
medium may produce mild chronic inflammation 
when the patient is unable to evacuate it adequately. 
This, together with the topical anesthetic risk, the 
vagal stimulation produced by the endotracheal 
catheter, and the possibility of iodine sensitivity, 
make the bronchogram a procedure to be used with 
extreme caution. 

In regard to other contrast media, the iodinated 
compounds used in intravenous urography may 
induce sensitivity reactions of almost any severity, 
ranging from transient pruritus to anaphylactic 
shock. A small amount should always be given ini- 
tially to detect such a possibility, and antihistaminics 
and epinephrine should be at hand. 

Retrograde pyelography, while rarely leading to 
sensitivity reactions, not uncommonly causes ure- 
teral irritation; and the procedure occasionally 
causes renal shut-down. For this reason, simulta- 
neous bilateral studies are dangerous in patients 
who have already been demonstrated to have sub- 
normal renal function. 

Excessive radiologic study is also potentially dam- 
aging; and although this is unlikely when one phy- 
sician or hospital is involved in the care of the pa- 
tient, those individuals who “shop around” for 
doctors may, in the course of several work-ups, be 
exposed to a total amount of irradiation which is 
beyond the safe limit. 

A discussion of the risks involved in highly spe- 
cialized diagnostic procedures in the fields of car- 
diology and neurosurgery, such as catheterizations, 
oxyencephalograms, etc., is beyond the scope of this 
paper; but there are two commonly used tests in 
these fields which deserve special attention because 
of the serious iatrogenic consequences. 

The first of these is the exercise tolerance test. 
It should be stressed that the test is only of value in 
evaluating those patients in whom there is reason- 
able doubt as to the diagnosis. If there is a good 
history of angina, or if there has been a previous 


myocardial infarct, or if there has been a previo: s 
positive exercise test, the diagnosis is not in doul, . 
The test in such cases is entirely superfluous an: , 
therefore, contraindicated. In general, the test h: ; 
no place in the routine follow-up of patients wit) 
angina. 

The second common practice is the performance 
of manometric tests during a lumbar puncture. I: 
patients whose spinal fluid is being withdrawn for 
chemical examination or for culture, there is no 
indication for obtaining such information; and in 
patients who are being tapped for the purpose of 
observing pressure, the maneuver is almost always 
contraindicated because of the suspected lesion. 

In the presence of a space-occupying lesion in the 
posterior fossa, herniation of the brain stem through 
the foramen magnum may occur during jugular 
compression or a Valsalva maneuver with the spinal 
needle in place. Even spinal cord tumors, for which 
the procedure is supposedly diagnostic, can be 
forced downward; and the new position of the mass 
may cause paraplegia or at least a sudden increase 
in the symptoms. For these reasons, when used, the 
procedure would best be done when a neurosurgeon, 
his team, and an operating room are near at hand 

It has recently been demonstrated beyond doubt 
that the size of the lumbar puncture needle used 
makes considerable difference in the incidence of 
headache following the tap. Although dynamics 
may be more quickly demonstrated with large-bore 
needles, manometrics are rarely necessary, as we 
have just discussed, so that the routine use of a 
21-gauge or 22-gauge needle would seem advisable 
if one would decrease the incidence of this common 
post-puncture complication. 


Rigid Programs 


Because of the pressure of daily activities and 
responsibilities, it is obvious that certain patterns 
for treatment of various diseases must be established. 
Indeed, it is generally considered preferable to 
learn only a few methods of treatment for each 
disease entity but to learn these well, including the 
pitfalls. While the logic of this approach is un- 
questionable, the failure to adapt a formalized 
treatment schedule to the needs of the individual 
patient is capable of producing an undesirable per- 
sonality change in the conscientious patient and 
little or no therapeutic benefit in the noncon- 
scientious patient. For example, many patients with 
peptic ulcers are benefited by hour-to-hour control, 
psychically as well as medically. However, this is by 
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no means a universal characteristic; and those 
patients who are used to independence may, when 
put on the 30-60 minute schedule of antacids and 
milk, become so frustrated with the constant inter- 
ruption of work or other activity that improvement 
in their lesion may be retarded, or new complaints 
may develop. 

For those whose daily activity makes the taking 
of frequent medications difficult, as is the case with 
most outdoor workers, either the regimen or the 
livelihood must be sacrificed. Finally, in the patient 
who is overly conscientious, a rigid program may 
become the focal point of the daily existence, with 
such fixation on detail that all productive outside 
activity is abandoned. In many ways then, the 
physician can induce detrimental changes in 
attitude by failure to recognize the differences in 
individuals and their orientations, both mental and 
occupational, 


Multiple Physicians and Operations 


It is frequently recognized that patients may try 
a variety of remedies, home and otherwise, before 
seeking medical advice. Unfortunately, the physician 
in his role as a therapeutic agent may be misused in 
a similar fashion. In certain instances, this difficulty 
is enhanced by the physician, himself. This, there- 
fore, brings it into the realm of iatrogenic disease. 
This type of difficulty is particularly prevalent in 
patients having illnesses that are difficult to diag- 
nose, and in those patients having multiple com- 
plaints of a so-called ‘‘functional” nature. In the 
former, the physician may be unable to reach a 
definitive diagnosis; and his uncertainty is trans- 
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mitted to the patient as a feeling of insecurity. In 
the latter situation, the multiplicity of the patient’s 
complaints and their failure to respond to the 
physician’s therapeutic attempts may lead to loss 
of interest by the physician and, therefore, to a 
loss of confidence by the patient. 

The inability of the physician to understand and 
cope with the patient’s difficulties may lead to his 
becoming irritated, consciously or not. He may 
then be swayed into calling the patient a “crock.” 
In such situations the desirable doctor-patient 
relationship is disrupted, and the patient will start 
to travel from physician to physician, from clinic to 
clinic, and frequently but urfortunately, from 
operation to operation. The syndrome of multiple 
operations is now becoming more widely accepted 
as an evidence of functional disease. 

The prompt recognition of the nature of a 
patient’s illness and the assumption of a definite 
stand by the physician, plus an explanation to the 
patient regarding the nature of his illness, the 
difficulties in diagnosis, and the potentialities of 
therapy, may help considerably in preventing this 
needless loss of medical care and the. considerable 
expense to the patient. 


Drug Sensitivity . 


The problem of sensitizing patients to drugs is 
now so common that little need be said about it. 
Almost every therapeutic agent has at some time 
induced a sensitivity reaction, the more common 
ones being aspirin, phenobarbital, morphine and 
the other opium derivatives, iodine, and mercury. 
In recent years, however, the number of persons 
sensitized to antibiotic and chemotherapeutic agents 
far exceeds those responding unfavorably to other 
drugs. 

The sulfonamides have long been known to be 
particularly offensive in this regard, not only in 
respect to the production of dermatoses but also 
as suspected agents in the etiology of chronic 
nephritis and polyarteritis nodosa. Although cross 
sensitivity may occur, it is not unusual to find that 
a person sensitive to one sulfa compound is able 
to take another without any ill effect, a fact of 
considerable importance in patients with recurrent 
infection or in those for whom running prophylactic 
therapy is imperative. Because of this, it is the 
feeling of many that the use of mixtures of two or 
three different sulfonamides is unwise, since the 
development of a sensitivity reaction makes the 
continued or future use of any one of the mixed 
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components hazardous. The sensitization to such 
mixtures thereby limits the therapeutic spectrum 
three times as much as a similar reaction to a single 
compound. 

The development of sensitivity to the wide- 
spectrum antibiotics (oxytetracycline, chlortetra- 
cycline, and erythromycin) is unusual, although 
the gastrointestinal tract disturbances secondary 
to their use are well known. Streptomycin produces 
severe dermatosis at times but is not so notorious 
an offender as are the sulfonamides and penicillin. 

Penicillin probably accounts for a majority of the 
antibiotic sensitivity reactions seen today; and 


although the largest part of these are not serious, 


the morbidity is high and the chance of future 
protection of the patient with this antibiotic small. 
When this is a sequel to indicated therapy, it is 
unfortunate; but the indiscriminate use of penicillin 
has become so widespread that perhaps half of the 
doses which have proved sensitizing were un- 
necessary. Penicillin is given frequently for head 
colds, viral tracheobronchitis, grippe, and influenza, 
although it has been shown time after time to be 
completely ineffectual in these illnesses and, in- 
deed, in all virus diseases. The fact that the public 
as a whole has come to expect a “shot” from the 
physician for nonspecific infections is patently a 
weak argument in favor of the practice. The patient 
then is regulating the therapy rather than the 
doctor, and the latter has become reduced to a 
person with a syringe and a supply of drugs rather 
than an intelligent advisor. : 

Topical application of antibiotics is particularly 
inadvisable when the antibiotic is one for which 
there might be need at a later date. Not only are 


local reactions frequently severe, but the wh - 
individual is sensitized, thereby denying him t/ « 
future benefit of the systemic use of the agent 
exchange for a usually meager and unimport:: t 
local effect. 

A further deterring factor in the indiscrimina:e 
use of antibiotics, although unrelated to the se::- 
sitivity phenomena, is the production of alterations 
in bacterial flora which may be much more difficult 
to treat than the original illness. Examples are the 
infections with Gram-negative organisms and mo- 
niliasis following prolonged penicillin therapy. Al- 
though these complications occur in legitimate 
therapeutic situations as well, their unwarranted 
induction is particularly indefensible. 


Dependence upon Drugs 


It is so obvious that it hardly needs mentioning 
in this discussion that the physician is continually 
confronted with the possibility of creating drug 
addiction. The morphine derivatives are most 
frequently thought of in this regard. Their use 
should be restricted with a watchful eye upon the 
possibility of setting up dependence even after a 
relatively small number of doses. Although there 
were early statements to the contrary, it is now 
generally accepted that even drugs such as meperi- 
dine can also become the source of addiction. Less 
clearly, but none the less seriously, a physician 
can create a dependence upon barbiturates in the 
nervous person or paraldehyde in the alcoholic, and 
at times he can even precipitate addiction to alcohol. 

There are other situations of a somewhat com- 
parable nature that do not constitute addiction in 
the usual sense. One must, for instance, use caution 
in providing oxygen therapy in patients with 
chronic lung disease. Some patients after a period 
of oxygen therapy find that they are unable to 
break away from it and must continue the expense, 
limitations, and inconvenience of this therapy for 
the rest of their days. Asthmatics at times become 
so enthusiastically dependent upon their medication 
that drugs, such as epinephrine, are used to toxic 
levels. A similar situation also occurs in the ad- 
ministration of hormones for various disorders. For 
example, some women have found that hormonal 
preparations, given during the time of menopausal 
disturbances, may be required for the rest of their 
lives. 

Difficulties such as those recounted here should 
provide a warning to the physician regarding the 
unnecessary use of drugs and should lead him to 
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use extreme caution in prescribing any drug, but 
particularly those likely to produce addiction. The 
administration of a drug should be stopped when 
its period of usefulness has been completed or if it 
is providing no benefit. 


Electrolyte Disturbances 


The opportunities for producing chemical dis- 
turbances in the body, particularly in the electro- 
lytes, have always been multiple and are increasing 
steadily as new drugs are introduced. 

By means of diet alone, extremely serious dis- 
turbances can be precipitated. Probably chief 
among these is the “low salt syndrome.” Although 
the low sodium diet is of tremendous value in the 
management of hypertension, cardiac failure, cirrho- 
sis, and the nephroses, there are easily forgotten 
modifying factors which should reduce the vigor 
with which one strives for complete salt restriction. 
The most frequent of these is climate. Consequently, 
during hot summer months, emergency rooms and 
hospitals are filled with people complaining of 
weakness, nausea, dizziness, and syncope—people 
who have adhered to strict salt restriction while 
perspiring heavily. On physical examination such 
patients are dehydrated and frequently febrile. The 
administration of small amounts of salt has an 
immediate and remarkable restorative effect, but 
such demonstrations would be unnecessary if the 
patient had been warned to add dietary salt follow- 
ing excessive perspiration. Or, perhaps better 
although more time consuming, he might have been 
requested to report for a brief check-up during any 
prolonged hot weather. 

It is also well known that severely damaged 
kidneys cannot handle the acid-base equilibration 
as can normal ones. In the advanced stages of 
nephritis, sodium may be lost rapidly along with 
chloride, with resulting acidosis and rise in non- 
protein nitrogen. The intermittently popular alka- 
line-ash diet is high in potassium, and hyperkalemia 
may result if it is used in an attempt to correct the 
acidosis of advanced nephritis. 

In addition to overzealous dietary therapy, the 
use of drugs which alter ion-fluid balance can 
augment diet-induced imbalance or can produce 
such imbalance independently. Ammonium chloride 
is commonly used as a diuretic agent, its primary 
action being to induce mild renal acidosis with re- 
sultant loss of base and water. In order to be effec- 
tive, this therapy must be interrupted. Otherwise, 
the adaptive mechanisms become fixed, and no 
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further diuresis occurs although acidosis continues. 
Thus, the frequently seen daily use of ammonium 
chloride not only fails its purpose but may eventu- 
ally precipitate severe acidosis. The mercurial di- 
uretics can alter ionic concentrations rapidly, par- 
ticularly when given at short intervals and without 
adequate fluid intake. Ion exchange resins are an 
obvious source of difficulty. Sufficient experience 
has not yet been accumulated with the carbonic 
anhydrase inhibitor group, but it is likely that their 
injudicious use will also lead to difficulties. 

On the other side of the ledger, it should be 
emphasized that no matter how severe an electro- 
lyte imbalance may be, and irrespective of the mode 
of its production, the hasty or overenthusiastic use 
of corrective measures may be equally bad. This 
is especially true with the increasing availability of 
hypertonic saline solutions, potassium chloride for 
intravenous use, and other similar strong ionic 
preparations. 

Although less common than the primary deple- 
tion syndromes, the failure to restrict salt and add 
potassium during corticosteroid hormone ther- 
apy is a source of danger, particularly in the 
nonhospitalized patient. Also to be kept in mind 
are the potentialities for producing water intoxica- 
tion with the use of posterior pituitary extract, 
hypercalcemia with excessive vitamin D and AT 
10, and carbon dioxide retention during prolonged 
administration of high-concentration oxygen. 

As long as the physician is aware of the possibili- 
ties in regard to ion-fluid shifts obtainable with 
various therapeutic regimens, the dangers are not 
great since early symptoms will then be interpreted 
with these shifts in mind. However, since many of 
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the symptoms are vague and generalized, the lack 
of such awareness may lead to the assumption that 
these symptoms are nonorganic or unimportant. 
The disturbance may thus reach difficult-to-reverse 
or irreversible stages before its true nature is 
recognized. 


Conclusions 
It can be seen from the variety of situations 


discussed that there are many ways in which the 
physician’s activities may produce undesired effects 


upon his patient. Considering that the physici« 
is in a position where he can create disease almo-i 
as readily as he can cure it, his ratio of good resu|', 
to poor ones is remarkably high. From time to timc, 
however, it would appear well for him to survey 
his own results in search of iatrogenic symptoms 
and diseases. 

By practicing preventive medicine of a very 
practical sort, the physician can carry out his role 
as a therapeutic agent with a minimum number 
of toxic reactions. 


THE PRESENT STATUS OF Migraine 


IN HIS review of migraine, Peters emphasized a com- 
mon atypical variety—the “migraine-tension head- 
ache”—and discussed the use of provocative tests in 
diagnosis and of rectal suppositories of caffeine and 
ergot in treatment. 

Under diagnosis, the author described the mi- 
grainous temperament as follows: “‘Migrainous per- 
sons are usually intelligent, shy, sensitive, conscien- 
tious, ambitious, perfectionistic and reliable, al- 
though prone to overdo in getting their job done.” 

The chief characteristics of an attack of migraine 
were stated to be (1) periodicity and recurrence, (2) 
positive family history, (3) cortical phenomena, (4) 
gastrointestinal disturbance, (5) unilateral nature, 
and (6) positive response to ergotamine products. 

The author described four phases of an attack of 
typical migraine. The first phase is one of vasocon- 
striction during which the patient may have various 
cortical phenomena of which scetoma is probably the 
commonest. This phase lasts only a short time and 
may be relieved by a vasodilator such as nicotinic 


acid in a dose of 100 to 200 mg. by mouth. The ad- 
ministration of ergot, or other vasoconstricting 
agents, is contraindicated during this early phase. 

The second phase is one of vasodilatation. It is 
at this time that the patient develops a severe pound- 
ing or throbbing headache and has attendant anorex- 
ia and gastrointestinal disturbances. Relief from the 
head pain usually can be afforded by administration 
of a vasoconstricting drug such as dihydroergota- 
mine or a mixture of caffeine and dihydroergotamine. 
Suppositories containing this mixture have been 
used with considerable success. 

The third phase is one of edema in which there is 
constant sharp pain and tenderness usually in the 
frontal, temporal, and parietal regions. During this 
stage, vasoconstrictive agents are not only ineffec- 
tive, but their use may aggravate the pain. 

The fourth phase—the end stage—is characterized 
by exhaustion that may last for some hours. 

Peters remarked that migraine patients commonly 
have another kind of headache which is a conse- 
quence of nervous tension. They recognize that this 
is different and that it is unresponsive to the usual 
treatment of migraine. 

For diagnosis of atypical cases of migraine, Peters 
mentioned the value of provocative agents. Thus ad- 
ministration of a tablet of nitroglycerin (1/50 grain) 
under the tongue will provoke an attack of migraine 
in a susceptible subject. In many normal people, this 
dose of nitroglycerin produces a headache immedi- 
ately. This is a generalized throbbing of short dura- 
tion and is not confused with an attack of migraine. 
The latter occurs usually about an hour after the 
provocative dose of nitroglycerin and usually after 
the nitrite headache has subsided. Once the attack 
of migraine has started and the diagnosis thereby 
confirmed, the attack usually can be aborted by 
intravenous administration of 1 cc. of dihydroergota- 
mine supplemented by administration of 100 per cent 
oxygen through a face mask. (Proc. Staff Meet., Mayo 
Clin., 28: 673, 1953.) 
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Cips from Other Journals 


Erythromycin and Penicillin in Scarlet Fever 


Durinc January and February, 1953, an outbreak 
of beta hemolytic streptococcic infections at Bain- 
bridge Naval Training Center afforded an oppor- 
tunity to compare the efficacy of erythromycin and 
penicillin in treatment of scarlet fever. One group of 
patients received 200 mg. of erythromycin by 
mouth every four hours for ten days. A second 
group received initially 300,000 units of aqueous 
penicillin G intramuscularly, followed by 300,000 
units of aqueous procaine penicillin intramuscu- 
larly every twelve hours for ten days. A third group 
was given a placebo—tablets identical in size and 
color to the erythromycin tablets. Patients were 
placed in the various groups in strict rotation, ac- 
cording to the order of their admission to the hos- 
pital. 

Haight, who reported on the results of the above 
experiment, mentioned that there was uniformity of 
the patient population in each group—an advantage 
hard to duplicate outside a military installation. 

The results of the study indicated that erythro- 
mycin and penicillin had almost identical effects. 
The only difference was in a higher incidence of 
toxic effects from penicillin. Each drug had a bene- 
ficial effect on duration of fever, duration of leuko- 
cytosis, duration of rash, persistence of streptococci 
in cultures, and total duration of illness. The good 
effect was all the more obvious because of contrast 
with the course of the disease in patients who re- 
ceived only placebo tablets. The total duration of 
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illness is shown in the diagram below, reproduced 
from the original article. (J. Lab. ¢ Clin. Med., 43: 
15, 1954.) 


Wheat-Free Diet for Sprue 


A Few years AGo Netherlands physicians reported 
that a wheat-free diet was remarkably beneficial for 
patients having celiac disease. On the basis of that 
experience, and because of the close similarity of 
celiac disease and sprue, Ruffin and associates tried 
this type of diet in the latter disease. Their patient 
had been treated intensively by other means, and 
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nevertheless was in severe relapse when she was 
started on a wheat-free diet. Rapid symptomatic 
improvement resulted, including a gain of 43 
pounds. Serum protein and calcium values, which 
had been abnormally low, reverted to normal. Since 
then two additional patients have been treated in 
the same way, with equal benefit. The authors 
speculated that the wheat-free diet would be worth 
a trial in other types of steatorrhea. (New England 
J. Med., 250: 281, 1954.) 


Sporotrichosis 


HarRELL and his associates observed a case of sporo- 
trichosis of the skin. Stilbamidine was used, and the 
therapeutic effect was clinically evident within two 
weeks from the time treatment was instituted, and 
healing was complete within six weeks. The authors 
feel that although it is quite possible that stilbami- 
dine may cause a quicker regression of the mycotic 
lesions in sporotrichosis than the iodides, neverthe- 
less stilbamidine should be reserved for treatment 
of those patients who are resistant to the iodides. 
(Arch. Int. Med., 93: 162, 1954.) 


Cortisone for lodism 


Waucu reports a case of severe iodism which fol- 
lowed the administration of saturated solution of 


potassium iodide. Orally administered cortisone 
was very effective in relieving the severe iodide 
hypersensitivity. Also, the same amount of iodide 
that originally caused the iodism was found to be 
harmless when given as a challenge dose while the 
patient was receiving cortisone. (Arch. Int. Med., 
93: 299, 1954.) 


Postmaturity Syndromes 


WHEN A FETUS remains in the uterus after the esti- 
mated date for delivery, usually there are no im- 
portant consequences. However, Clifford has shown 
that postmaturity is of tremendous importance to 
primiparous women, one in ten losing her baby. He 
explains this adverse effect with the hypothesis that 
the placenta undergoes premature senile degenera- 
tion for reasons that have not been elucidated. The 
effect on the infant is essentially one of malnutrition. 
The clinical findings in these postmature infants 
are divided into three groups, depending on the 
stages of “‘placental dysfunction” encountered. 
Group-one infants are relatively long and thin, 
appearing to have lost weight in utero. The skin 


is dry, cracked, or parchmentlike, due to loss « ‘ 
vernix caseosa. Group-two infants show simil: 
changes in more advanced degree. In addition, the 
reflect signs of severe intrauterine anoxia—t!. 
amniotic fluid, placenta, umbilical cord, and ski. 
are stained green because of liberation of meconiun.. 
Group-three infants show the effects of longer 
anoxia, the skin, nails, and cord now being staine« 
yellow. The outcome of the syndrome in more ad- 
vanced stages is a bad one; morbidity and mor- 
tality rates are higher due mainly to atelectasis 
secondary to aspiration. 

Clifford proposes that the seriousness of post- 
maturity in primiparous women—particularly in 
elderly ones—makes it an indication for cesarean 
section. (J. Pediatrics., 44:1, 1954.) 


Refuge from Ragweed 


Sir AND Rooks sampled the air continuously for 
pollen content during an entire ragweed season. 
They found that the most critical period in expo- 
sure of a ragweed-sensitive patient was during the 
hours from 9:00 a.m. to 1:00 p.m. The period from 
6:00 p.m. to 6:00 A.M. was a comparatively “safe” 
time. For this reason, they postulated that a patient 
might comfortably be out of doors in the evening or 
early morning hours, provided that his activities did 
not create a pollen exposure problem (mowing the 
lawn, working in the garden). 

For creation of an indoor refuge from pollen, the 
authors recommended installation of suitable air 
filters in certain windows of the home, with all the 
other windows and doors kept tightly closed during 
the hours from 6:00 a.m. to 6:00 p.m. Circulation of 
pollen-free air could be insured by means of an ex- 
haust fan placed in the attic or in a window else- 
where in the house. An indoor fan could also be 
used safely at any time, provided that the house had 
been thoroughly cleansed of pollen prior to the 
start of the season. (J. Allergy, 25: 36, 1954.) 


Shock Due to Myocardial Infarction 


Tue eErricacy of |-norepinephrine (Levophed) and 
phenylephrine (Neo-Synephrine) was compared by 
Gazes, Goldberg, and Darby in fourteen patients 
having shock due to myocardial infarction. Clin- 
ically, l-norepinephrine had distinct advantages, 
particularly in cases in which there were signs of 
congestive heart failure as well as shock. Specifi- 
cally, heart tones improved and signs of congestive 
failure cleared rapidly when |-norepinephrine was 
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given intravenously. On the other hand, phenyle- 
phrine provided no distinct benefit when used in 
similar patients, although it did elevate blood pres- 
sure (usually with small pulse pressure resulting). 

By means of experiments in dogs, the authors 
showed that these clinical differences of the two 
pressor agents probably are explained by the fact 
that l-norepinephrine increases cardiac contractile 
force (and cardiac output), while phenylephrine 
does not. (Circulation, 8: 883, 1953.) 


Varicose Veins of the Upper Extremity 


AccorRDING TO CLARK AND WARREN, varicosities of 
the veins of the upper extremity are unusual and 
are caused by such elevation of the venous pressure 
as occurs in arteriovenous fistulas of long standing 
or in obstruction by tumor or thrombosis in the 
axillary or subclavian vein. Primary spontaneous 
varices of the upper extremity are medical curiosi- 
ties. Only fourteen such cases have been reported in 
the medical literature. 

The authors report two additional cases of idio- 
pathic varicose veins of the upper extremity. In 
both instances, the dilatation of the veins was 
bilateral, and it is suggested that the primary cause 
of the condition is a congenital weakness of the 


venous walls. (New England J. Med., 250 :408, 1954.) 


Treatment of “Frozen” Shoulder 


QUIGLEY apvocaTEs the term “‘checkrein shoulder” 
for a type of painful, “frozen” shoulder that other 
authors have called “adhesive capsulitis.”” He de- 
scribes the condition as originating usually from a 
minor contusion or wrench, or an episode of inflam- 


Wrong Way to Manipulate a Shoulder. Too much unguided 
force is being applied, and the arm is being used as a lever. 


mation. Sometimes, as in cases of myocardial infarc- 
tion, the condition develops without an initiating 
injury or disease of the shoulder. At the onset, there 
is a period of disuse, imposed by pain. Gradually 
pain subsides, leaving the patient with a shoulder 
that is comfortable through a restricted range of 
motion. Attempts to exceed that range cause pain 
and are sharply checked (usually at about 45° of 
abduction of the humerus). There is then a variable 
amount of muscle atrophy. X-ray examination 
shows osteoporosis (disuse) and calcific deposits in 
the tendons (20 per cent of cases). 

Quigley notes that, although conservative physi- 
cal therapy is effective, it usually takes months to 
restore normal motion. The alternative treatment— 
manipulation under anesthesia—has formerly been 
unpredictable in its effect, mainly because pain after 
manipulation was so severe and lasted so long that 
new adhesions formed before motion could be 
restored. Now ACTH or cortisone can be used to 
suppress post-manipulation pain, and the results 
are quite good. 

The author administers ACTH gel in doses of 40 
mg. intramuscularly every twelve hours, beginning 
twenty-four hours before manipulation, and con- 
tinuing for three days. For three more days, de- 
creasing doses of 30 mg., 20 mg., and 10 mg., are 
given. When cortisone is used, the maximum 
amount is 300 mg. daily in divided doses. After 
manipulation, an intensive program of physical 
therapy, including active exercise, is begun as soon 
as the patient has recovered from the anesthetic. 

Quigley emphasizes that gentleness is of para- 
mount importance in the manipulation (see accom- 
panying figures, reprinted from the original article). 


(New England J. Med., 250: 188, 1954.) 


Correct Method of Manipulation. The operator's forearm 
exerts pressure along the whole length of the humerus, 
and his opposite hand restricts rotation of the scapula. 
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Chair Treatment of Myocardial Infarction 


SEVERAL YEARS AGO, Levine began advocating the 
‘chair treatment” of myocardial infarction. Clinical 
experience has shown that patients with this disease 
often are more comfortable and do better in a chair 
than in bed. It is known that breathing is easier (due 
to reduction of pulmonary blood volume), and 
bowel and bladder complications are less frequent. 
Recently, Coe measured cardiac work in the recum- 
bent and chair positions. His data indicated that 
the work of the heart is significantly less when the 
patient is sitting. The author warned that there are 
nevertheless some contraindications to the “chair 
treatment” of myocardial infarction—symptoms of 
cerebral ischemia when sitting, shock. He warned 
also that one must be sure that the armchair does 
not unduly compress the popliteal spaces and there- 


by predispose to venous thrombosis. (Ann. Int. 
Med., 40: 42, 1954.) 


Emotional Stress Before Apoplexy 


ECKER HAS PRESENTED twenty cases illustrating the 
association between cerebral apoplexy and preced-. 
ing emotional stress. There were thirteen cases in 
which psychiatric studies revealed that the patients 
had had great difficulty in dealing with aggressive 
and hostile feelings. There were fifteen cases in 
which a cerebral stroke apparently was precipitated 
by emotional stress. In eight cases both factors were 
found. 

The author proposed that emotional stress pro- 
vokes cerebral arterial spasm (a change that he has 
demonstrated in arteriograms). This spasm causes 
cerebral ischemia that in turn contributes to patho- 
logic changes in the brain and its blood supply. He 
did not imply that emotional stress is the only factor 
implicated in apoplexy, but he expressed the belief 
that it is an important predisposing factor. He 
stated, “If this is true, cerebral vascular ‘accidents’ 
would not be entirely accidental.” (Ann. Int. Med., 
40: 49, 1954.) 


Ferrous Sulfate Poisoning 


‘THERE HAS BEEN REPEATED emphasis on the dangers 
of iron poisoning in children. Another warning is 
served in the report by Shoss of the case of a 14- 
month-old girl who swallowed fifty to seventy-five 
tablets of ferrous sulfate (5 gr. each). Within an 
hour, the child began vomiting and was vomiting 
gross blood at the time of arrival at the hospital, two 


hours after poisoning. She was semicomatose, i. - 
hydrated, and cyanotic. 

Besides supportive measures, Shoss used BAL 25 
treatment. This drug was prescribed in the belic{ 
that it might prevent the iron from causing widc- 
spread interference with cell function. The child 
received BAL intramuscularly every four hours in 
doses of 4 mg. per kilogram of body weight. The 
drug was continued for two days, and there was 
rapid improvement during this time. Full recovery 
followed. (J. Pediatrics, 44: 77, 1954.) 


Spontaneous Pneumothorax 


THE OBSERVATIONS of Lyons in sixty cases of spon- 
taneous pneumothorax reaffirmed that this disease 
is most often due to rupture of subpleural blebs. It 
has no significant relationship to tuberculosis; only 
one of Lyons’ patients had that disease. 

In Lyons’ cases, the onset of pneumothorax had 
no relationship to exertion. Usually the first symp- 
tom was sharp chest pain. Occasionally there was 
temporary confusion with coronary artery occlusion 
or intra-abdominal disease (reference of pain to 
abdomen). Most of the patients were dyspneic, and 
there was no correlation between amount of lung 
collapse and severity of dyspnea or pain. The right 
lung and the left lung were affected with equal 
frequency ; one patient had bilateral pneumothorax. 
In eight instances, the pneumothorax was recurrent. 

Lyons used conservative treatment, with daily 
fluoroscopic examinations, in 75 per cent of his 
patients. In the other 25 per cent, a soft rubber 
catheter was introduced into the pleural space and 
connected to a suction apparatus. Indications for 
this procedure were enumerated as follows: (1) 
failure of reduction of amount of pneumothorax 
during five to seven days of conservative treatment; 
(2) tension pneumothorax; (3) a physiologically 
impaired contralateral lung; (4) associated cardiac 
disease with severe dyspnea. Antibiotics were ad- 
ministered only during the time the negative drain- 
age was being used—usually a matter of twenty- 
four to forty-eight hours. When the lung did not 
re-expand by this means within one week, thoracot- 
omy was advised without further delay. (Am. J. M. 
Sc., 227: 13, 1954.) 


PABA Plus Cortisone for Rheumatoid Arthritis 


A FOLLOW-UP REPORT has been given by Wiesel and 
Barritt on the effect of a combination of para- 
aminobenzoic acid (PABA) and small doses of 
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cortisone upon the symptoms of active rheumatoid 
arthritis, Thirty-one patients were treated by this 
method for one year or more, and thirty showed 
improvement comparable to that obtained with a 
much larger dose of cortisone administered alone. 
The chief advantage of the combination was that 
doses could be kept small, with consequent reduc- 
tion of expense and provision of an opportunity to 
maintain treatment for a long time without danger 
of refractoriness, side reactions, or serious com- 
plications. The dosage schedule was as follows: 

Cortisone: 12.5 mg. by mouth three times a day. 

PABA: 30 cc. to 45 cc. of a 10 per cent solution 
of sodium or potassium para-aminobenzoate in 
water exactly one hour prior to each dose of 
cortisone. 

In these doses, neither drug alone is effective. 
(Am. J. M. Sc., 227: 74, 1954.) 


Identification of Leaking Lymphatic Vessel 


GuRWITZ REPORTED on the use of pontamine sky-blue 
dye for identification of a site of leakage from a 
lymphatic vessel that was injured in the course of 
an operation for varicose veins. In his patient, 
lymph collected in a subinguinal wound and had to 
be aspirated every four or five days. Finally the 
operative wound was reopened, but the leaking 
lymphatic vessel could not be found. Then 3 cc. 
of a 4 per cent solution of sky-blue dye was in- 
jected with a long needle into the deep fatty layers 
of the leg at the lower end of the wound. ‘‘Within 
a few minutes,” the author stated, “a spider-like 
network of blue dye was seen creeping up the sub- 
cutaneous tissue and entering into the surface of 
the wound. At one point a small drop of dye was 
visualized, leaving a vessel in the side of the wound. 
It was obvious that this was the injured lymphatic 
vessel. Silk sutures were then placed on each side 
of the leaking point, and the wound was closed in 
layers. The wound healed very well. There was no 
recurrence of lymphatic leakage.” (New England J. 
Med., 250: 251, 1954.) 


Cortisone and ACTH in Pregnancy 


‘THERE IS EXPERIMENTAL EVIDENCE that the adminis- 
tration of cortisone and ACTH to animals during 
pregnancy may be dangerous to the fetus. However, 
despite the adverse effect on the offspring when 
these steroids are given experimentally to pregnant 
animals, Katzenstein and Morris were unable to find 
any reports of damage to the baby from steroid 
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therapy administered to pregnant women. These 
authors report a case of dermatitis herpetiformis of 
pregnancy treated with ACTH and cortisone, with 
birth of a normal baby. 

In order to explain the discrepancy between the 
clinical results of steroid administration during 
pregnancy in animals and in humans, the authors 
suggest that the dosage given to human beings on 
a weight basis was much smaller than that used in 
the experimental animals. Furthermore, species 
differences and the time during pregnancy when 
the drugs have been given may also be factors. 
(New England J. Med., 250:366, 1954.) 


Treatment of Keloids 


As A RESULT of their experience with the use of 
ACTH and cortisone in treatment of keloids, 
Ronchese and Kern stated that these agents are 
effective only when given systemically after sur- 
gical removal of the keloid. Ineffective techniques 
included (1) local application of cortisone ointment, 
with or without surgical removal of the keloid; 
and (2) cortisone or ACTH by mouth or by injec- 
tion, without concomitant surgery. In conclusion, 
the authors stated the opinion “that the treatment 
of choice is still surgery combined with radiation 
and that hormonal therapy, as described, should 
not be employed except in cases that have failed to 
respond to this method of treatment.” (New Eng- 
land J. Med., 250:238, 1954.) 


Brachial Palsy After Shoulder Manipulation 


MILCH OBSERVED two cases of “frozen shoulder” 
treated by manipulation, following which brachial 
plexus injury became apparent. The paralysis is 
usually transient. However, the ultimate outcome 
depends on whether simple traction or complete 
avulsion of the nerves occurred. (New England J. 


Med., 250:429, 1954.) 


Eventration of Diaphragm 


Laxpat, McDoucatt, AND MELLIN report on two 
cases of congenital eventration of the diaphragm 
occurring in the newborn. In this neonatal form, 
there may be episodes of cyanosis, dyspnea, and 
tachycardia due to the eventration. 

Conservative management with oxygen and the 
upright posture should first be tried. If there is a 
good response to symptomatic treatment, it is 
advisable to postpone surgery until the patient is 
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about a year old. However, if there is no response to 
conservative management, surgical plication of the 
diaphragm is indicated. (New England J. Med., 
250:401, 1954.) 


Prevention of Infectious Hepatitis 


IN ORDER TO sTuDY the effect of gamma globulin 
on the secondary attack rates of infectious hepatitis, 
Ashley administered gamma globulin to the house- 
hold contacts of hepatitis in 235 families. The 
author concluded that gamma globulin was effective 
in reducing the incidence of secondary cases among 
the family contacts of patients with infectious hepa- 
titis. The secondary attack rate in families receiving 
no inoculation was 15.2 per cent while, in families 
protected by gamma globulin, it was 0.6 per cent. 
(New England J. Med., 250:412, 1954.) 

In a similar study, Hsia also determined the 
effect of gamma globulin on household contacts 
of cases of infectious hepatitis. The author admin- 
istered gamma globulin, in a dosage of 0.01 cc. 
per lb. of body weight, to alternate members of 
forty families, in each of which a sporadic case of 
infectious hepatitis had developed. 

Only one case of hepatitis occurred among 
thirty-eight exposed adults and fifty-seven exposed 
children who were given gamma globulin. In con- 
trast, secondary cases of hepatitis appeared in two 
of the fifty-five exposed adults (4 per cent) and 
eleven of forty exposed children (27 per cent) who 
were the untreated controls within the same families. 

The author also concluded that the administra- 
tion of 0.01 cc. per lb. of body weight was as effec- 
tive as 0.1 cc. in preventing the spread of infectious 
hepatitis within family groups. (New England J. 
Med., 250:417, 1954.) 


Pilonidal Sinuses 


ALTHOUGH MANY METHODS of treatment for pilonidal 
sinus have been recommended, Abramson and Cox 
have found that a modified method of marsupializa- 
tion has produced best results for them. Of seventy- 
three cases of pilonidal sinus, more than half had 
had previous surgical treatment. All were treated 
by slipping a probe into the sinus tract, opening 
the tract to detect any side branches, then excising 
all but a small portion of the base of the sinus. Skin 
edges were then sutured to this small remnant, 
producing marsupialization. Careful dressings were 
carried out, first twice weekly, then weekly, with 
intervening dressings by the patient. The healing 


time varied from thirteen to 157 days, with an 
average of 29.3 days. There was one recurrence in 
the group. 

The authors have found this method of treatment 
satisfactory for Army personnel, most of whom were 
returned to full duty within one month after opera- 
tion. Advantages of the procedure, which they 
cited, are its simplicity, short convalescence period, 
lack of restriction of activity, and preservation of 
skin. Furthermore, it avoids the pitfalls common 
to all types of primary closure. (Ann. Surg., 
139:343, 1954.) 


Subdural Effusions in Infancy 


SuBpDURAL EFFusIONsS of fluid occur not infrequently 
in infancy without preceding trauma, according to 
the recent report of Williams and Stevens. Such 
accumulations have been seen following pyogenic 
meningitis, chronic diarrhea, bronchiolitis, and 
other debilitating diseases. The authors reported 
thirty cases most of which occurred in children 
between the ages of 2 and 12 months. 

In the course of the preceding disease, the usual 


_ rapid recovery so common with the use of anti- 


biotics is delayed. The child becomes fretful and 
may show evidence of developmental regression. 
Low-grade fever, restlessness, and irritability may 
also be present. The fontanel usually does not bulge, 
and this may cause a physician to overlook the 
subdural effusion. The cephalic cry is frequently 
present. Subdural punctures through the fontanel 
usually revealed xanthochromic fluid with a high 
protein content, and if this is found, it is reasonable 
to suppose that an encapsulated collection of fluid 
is present in the subdural space. 

Although some authors prefer to treat such accu- 
mulations by repeated taps alone, the authors be- 
lieve that such a child should be subjected to 
craniotomy for the removal of the neomembrane 
and its contained fluid. Such an operation lessens 
the possibility of later epilepsy, relieves the pressure 
on the brain, and allows the patient to recover more 
rapidly. The authors recommended: placing the 
bone flap farther anteriorly than is customary, 
because the thickest part of the membrane has been 
found over the frontal pole. (Ann. Surg., 139:287, 
1954.) 


Benign Tumors of the Esophagus 


Boyd and Hill have reported a series of fifteen 
benign tumors of the esophagus, including leiomy- 
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omas, cysts, fibromas, one hemangioma, and one 
polyp. Leiomyomas, which made up nine of the 
fifteen cases, represent the most common benign 
lesion of the esophagus. All were removed success- 
fully. Five had no symptoms referable to the 
esophagus before operation, the lesion being recog- 
nized as a result of a routine barium study. Others 
had symptoms consisting of dysphagia, epigastric 
burning, and substernal pain with eating. In all 
cases the tumor was removed without entering the 
mucosa of the esophagus with the exception of one 
removed with a diverticulum. 

There were two esophageal cysts. The origin of 
these lesions is in doubt. One theory is that they 
originate early in fetal life as the result of small 
diverticula. Later, these become pinched off as 
epithelial nodules which become misplaced. The 
esophageal cysts caused symptoms of cough, dysp- 
nea, orthopnea, and substernal pressure for about 
one year. 

The diagnosis of a cyst was made with barium 
roentgenograms, although the differentiation be- 
tween cysts, intrathoracic goiter, tumor of the 
esophagus, and carcinoma of the esophagus was not 
clear. Both cysts were removed successfully. 

One hemangioma of the esophagus was studied. 
The patient had five episodes of hematemesis over 
a twenty-year period, and a barium swallow with 
fluoroscopy revealed a dilated, markedly tortuous 
esophagus. Since removal of the hemangioma would 
have required resection of the entire esophagus, an 
operation was not carried out. 

One polyp of the esophagus was removed that 
had been regurgitated into the pharynx, nearly 
causing strangulation. By a snare with coagulating 
current, successful resection was carried out. 

The authors stated that the diagnosis of benign 
tumors of the esophagus is usually made on routine 
roentgen examination of the chest, which points out 
a lesion in the mediastinum. Differentiation be- 
tween esophageal tumors and other lesions of the 
mediastinum can usually be made fluoroscopically 
after a barium meal. Cancer of the esophagus may 
produce a soft tissue mass outside of the esophagus, 
its mucosal outline being irregular. Extrinsic lesions 
of a benign character, however, produce a gently 
sloping outline without the abrupt angle with the 
uninvolved esophagus. 

Barium studies must be followed by esophago- 
scopy with or without biopsy. Biopsy of these 
lesions, by breaking through the mucosa, may add 
greatly to the risk of removal of the tumor. (Ann. 
Surg., 139: 312, 1954.) 
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Anergy and Hodgkin's Disease 


SCHIER STUDIED the reactions to the intracutaneous 
injections of five antigens in thirty-three patients 
with Hodgkin’s disease. These antigens were puri- 
fied protein derivative (P.P.D.), mumps _ virus, 
Candida albicans, Trichophyton gypseum, and 
normal allantoic fluid of chick embryo (as a control 
for the mumps virus antigen which is cultured on 
chick embryo allantoic fluid). These patients ex- 
hibited a striking degree of cutaneous anergy. 

Failure to elicit a normal cutaneous reaction may 
be the result of a block at one or more places in the 
immune mechanism. This defect in the immune 
mechanism in patients with Hodgkin’s disease may 
explain their increased susceptibility to infections, 
including tuberculosis. (New England J. Med., 
250:353, 1954.) 


Carcinoma of the Thyroid 


IN A CAREFUL STUDY of nine patients suffering from 
recurrence following previous surgery for malignant 
disease of the thyroid gland, McClintock and his co- 
workers found only one in whom the pathologic 
change was proven to be accessible by the surgical 
approach alone. A study of the drainage from the 
thyroid gland revealed that the lymphatic channels 
include lymph nodes in close relationship to the 
innominate veins. 

Since the surgical approach to the anterior 
mediastinum for removal of nodes or recurrent 
tumor can be accomplished readily through a 
sternum-splitting incision, the authors have studied 
trans-sternal anterior mediastinal node and radical 
neck dissection for a total thyroidectomy in the 
treatment of carcinoma of the thyroid. Excision of 
the bulk of the tumor and all of the thyroid permits 
better radiation therapy. The authors felt that re- 
moval of a tumor mass to relieve pressure, in certain 
patients with recurrence, provides palliative com- 
fort. Relief of pressure and better means of irradia- 
tion by excision of the bulk of the tumor are espe- 
cially beneficial in patients suffering from tumors 
of the adenocarcinoma group. 

When lymph nodes are grossly involved by 
metastatic tumor from the thyroid, the authors, 
from the material studied, suggested the need for 
excising the anterior mediastinal portion of the 
lymphatic drainage area. As in radical breast 
surgery, removal of negative lymph nodes at the 
periphery of the dissection was regarded as a 
fortunate event. (Ann. Surg., 139:158, 1954.) 


Oral Cholecystography 


ALTHOUGH ORAL CHOLECYSTOGRAPHY is used widely 
in the diagnosis of gall bladder disease, a number of 
factors may result in erroneous interpretations, 
according to a recent report by Shapiro. Oral 
cholecystography implies passage of the contrast 
media into the small bowel and absorption into the 


portal circulation by which it is carried to the liver. , 


In the presence of adequate hepatic function the 
bile is secreted by the liver cells and flows down the 
hepatic duct carrying the contrast media. When 
in the resting state, the bile is unable to enter the 
duodenum because of the normal tone of the 
sphincter of Oddi and is forced up into the cystic 
duct and thence into the gall bladder where it is 
concentrated and stored. The contrast media in 
the bile thus demonstrates the outline of the gall 
bladder. 

Following the intake of fat the hormone, chole- 
cystokinin, is liberated from the intestinal mucosa 
and causes contraction of the gall bladder by direct 
action on its muscularis. Hydrochloric acid has a 
similar, though less marked effect, on the gall 
bladder contractions; therefore, in individuals with 
hyperchlorhydria, the gall bladder may contract 
vigorously, and if films are made at the conventional 
time (twelve to sixteen hours after ingestion of the 
contrast media), an erroneous diagnosis of a non- 
functioning gall bladder may be made. On the 
other hand, investigators have found that, in pa- 
tients with achlorhydria, atonicity of the duodenum 
may be sufficient to decrease the intracholedochal 
pressure so that the bile and the contrast media 
pass directly into the duodenum and do not fill 
the gall bladder. 

Various drugs alter the motor response of the 
gall bladder. Morphine and its derivatives produce 
spasms of the choledochal sphincter, while amyl 
nitrite, other nitrites, and atropine produce relaxa- 
tion of the sphincter mechanism. Magnesium sul- 
phate, epinephrine, Pituitrin, and histamine excite 
gall biadder contraction, with simultaneous sphinc- 
ter relaxation. 

In patients on a prolonged fat-free diet, the gall 
bladder does not empty satisfactorily and becomes 
filled with thick concentrated bile. When chole- 
cystography is attempted, the fresh bile containing 
the contrast material is unable to enter the gall 
bladder, resulting in poor visualization or non- 
visualization. Responses of different individuals 
to fatty meals vary considerably from the average and 
may still be perfectly normal. 


Pregnancy is known to interfere with gall bladder 
emptying, probably due to the hormonal changes 
which take place. 

The purpose of the gall bladder test is not to 
study gall bladder contractility but to increase the 
chance of demonstrating small stones in smaller 


volume. (Radiology, 62:245, 1954.) 


Recurrent Breast Cancer 


IN AN ANALYsIS of 261 patients admitted to the 
University of California Hospital with recurrent 
carcinoma of the breast, Shimkin and his co- 
workers found that the total survival of the group 
at five years after operation was 34 per cent. The 
only definite effect on the course of the disease was 
produced by radical reoperation in a selected group 
of twenty-eight of the patients. Ten of these were 
free of the disease from five to twenty-four years 
after the operation. 

Measured from the initial operations of patients 
who eventually died of or with cancer of the 
breast, the five-year survival rate varied with the 
stage of the disease at the original operation, from 


. 36 per cent in stage one to 9 per cent in stage three. 


There was no apparent relationship between the 
length of survival and the age of the patient at the 
initial operation. The time after the operation, in 
which recurrences were clinically manifested, was 
influenced chiefly by the stage of the disease at the 
initial operation. 

The length of life after recurrence was influenced 
to a slight degree by the-stage of the disease ini- 
tially, but was significantly influenced by the type 
of recurrence. With local recurrence the survival 
was twenty-eight months, with osseous metastases 
twenty-four months, and with generalized metasta- 
ses, ten months. 

It was noted that pain at the site of bony metas- 
tases often called attention to the possibility of re- 
currence before such metastases were evident by 
x-ray studies. The recurrence of tumors was ap- 
parently due in some instances to a lowered resist- 
ance on the part of the individual to the tumor 
rather than to increasing malignancy of the tumor 
itself. (Cancer, 7:49, 1954.) 


Lymphatic Circulation in Lymphedema 


As A RESULT of experimental studies carried out in 
fifteen patients with idiopathic lymphedema of the 
lower limbs, Kinmonth and Taylor have demon- 
strated that large, dilated, incompetent lymphatics 
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exist in the limbs of patients with lymphedema. 
Analysis of the tissue fluid and tracer studies with 
“marked” protein confirmed the fact that the 
lymphatic circulation is very sluggish in the swollen 
areas. No evidence of any anatomic obstruction 
in the lymph vessels was found. This work contra- 
indicated that of other authors who postulated the 
presence of a clot in the region of the femoral canal 
as well as dilated incompetent lymphatics. 

Studies were performed by the injection of a 
highly diffusible dye. The dye, injected intra- 
dermally, demonstrated a network of dilated 
lymphatics that was more widespread and marked 
in all cases of lymphedema than in cases of edema 
due to other causes, such as cardiac failure. 

In patients with lymphedema, studies of fluid in 
lymphatic channels showed the protein concentra- 
tion to be roughly proportional to the clinical 
severity of the edema. The rate of absorption of 
serum protein, marked with radioactive iodine, in- 
jected under the skin, was approximately ten times 
greater than that of normal control. 

The cause of the lymphatic abnormality was not 
clear to the authors, but they postulated that a 
temporary obstruction of lymph outflow from the 
limb might cause persistent dilatation of the chan- 
nels and, although collateral circulation soon 
developed, the trunks of the thigh were left in a 
permanently dilated state. Alteration in the 
permeability of the blood capillaries to protein 
might also play a part and result in hypertrophied 
and dilated lymphatics. In patients presenting 
symptoms at an early age, congenital malformation 
of the lymphatics might also be a positive factor. 

The authors suggested that the best treatment of 
such lymphedema may be excision of the edema- 
tous subcutaneous tissue and covering of the muscle 
by free skin graft. This, however, is a major surgical 
undertaking. (Ann. Surg., 139:129, 1954.) 


Calcification in Sarcoidosis 


IN THE sTuDY of seven cases of sarcoidosis, nephro- 
calcinosis was found in all seven, according to a 
recent report by Davidson and his co-workers. 
All of these cases showed some hypercalcemia al- 
though the latter is not necessarily accompanied 
by nephrocalcinosis. Radiographic studies of the 
patients revealed areas of calcification in the 
pulmonary lesions of the sarcoidosis, in the gastric 
rugae, in the periarticular soft tissues, as well as in 
the kidneys. Calcification was distributed in the 
pelvis, calyces, and medullary portions of the kid- 
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neys, and the presence of calcium was varified in 
post-mortem study. 

The cause of the elevated serum calcium is not 
known, although various authors have felt it to be 
due to sarcoid of the bone marrow. Others are of 
the opinion that the disordered calcium metabolism 
is not the result of bone disease but of a disorder 
which results in the ionized calcium fraction rather 
than in the proteinated fraction. The total serum 
protein was elevated in all five of the seven patients 
in whom it was determined and was due in each 
case to an increase in the globulin fraction. The 
authors believe that all patient with nephrocalcino- 
sis should. be thoroughly investigated for sar- 
coidosis. (Radiology, 62:203, 1954.) 


Surgical Principles in Anorectal Disease 


ATTENTION TO BASIC DOCTRINES will insure the maxi- 
mum of satisfactory results in anorectal surgery, 
according to a report by Gerendasy. These include 
the drainage factor, factors of operative technique, 
the physiology of wound repair, and the principles 
of wound management. 

Adequate drainage is important to prevent 
hematoma formation and to insure freedom from 
infection. The author outlined means of ac- 
complishing this in various rectal operations. 

Operative technical factors are (1) careful han- 
dling of tissues, (2) avoidance of mass ligatures, 
(3) elimination of large or prolonged gauze packings 
since this interferes with drainage and tends to 
produce wound infection. The use of sharp dissec- 
tion was emphasized, since this is least damaging 
to living tissues and provides for optimal wound 
healing. 

All diseased tissues should be excised to insure a 
healthy wound, and to prevent delayed healing, 
complete hemostasis is necessary. 

The minimum number of sutures and ligatures 
should be used. External wound drainage can be 
maintained by the use of hot applications; pref- 
erably hot Sitz baths. 

Finger dilatation or massage of the anal canal 
should be begun on the fourth or fifth day post- 
operatively. Drainage material such as gauze, 
soft rubber, or rubber tubing are not employed 
routinely, although gauze packing into the wound 
proper is sometimes used to prevent bleeding. 
Overtreatment should be avoided, and careful 
regulation of bowel habits by dietary means is the 
best method of keeping the anal canal patent and 
functioning normally. (Am. J. Surg., 87:195, 1954.) 


° 


Nutrition After Small Bowel Resections 


FOLLOWING RESECTIONS of long portions of small 
intestine, a major problem exists in providing ade- 
quate nutrition during the postoperative period, 
according to a recent article by Cleveland and 
Stewart. The authors define massive resection as 
the removal of all the small intestine except 50 cm. 
or less below the ligament of Treitz. 

One of the difficult problems is to attain positive 
nitrogen balance. This depends upon an adequate 
caloric intake to a large extent. The greatest diffi- 
culty seems to be in the absorption of fats. Fats are 
absorbed apparently by two mechanisms: the classi- 
cal lipolytic method and in a fine emulsion of 
particles 0.5 to 1.0 micron in diameter. The authors 
have found that homogenized milk contains fat 
particles varying from 0.5 to 2 microns, with an 
average of 0.75 micron. Consequently, milk is a 
valuable basis for nutrition in such cases. When the 
basic minimum of calories is provided, as in homog- 
enized milk, the higher the added protein intake, 
the greater the positive nitrogen response. 

Feedings should be small and frequent so that 


the remaining intestine is being constantly utilized. - 


A supplementary formula is taken three times a day 
between regular meals. The use of one formula for 
all patients is not possible, and frequent alteration 
of the formula may be necessary until one is found 


that does not cause anorexia. (Am. Surgeon, 20:151, 
1954.) 


Alimentary Tract Bleeding in Children 


HeEMaTEMEsIs and the passage of blood by rectum in 
infancy and childhood should always be considered 
serious until proven otherwise, according to a re- 
cent article by Alway. Hematemesis and melena 
are seldom insignificant, although rectal bleeding 
frequently is not serious. 

Hematemesis implies a bleeding site proximal to 
the first part of the jejunum, although in blood dis- 
orders when several bleeding points may be scatter- 


ed throughout the intestinal tract, it may accom 
pany melena. Melena is usually but not always . 
concomitant finding with hematemesis. 

Melena, or bright red blood in the feces withou: 
blood in the stomach, suggests a source distal to 
the first part of the jejunum, but bleeding varice, 
and peptic ulcer demand first consideration fo: 
differential diagnosis. One should remember, how- 
ever, that acute iron poisoning (ferrous sulfate) may 
produce gastrointestinal bleeding. Also patients 
with corrosive esophagitis and gastritis due to acid 
or alkali poisoning may develop hematemesis and 
melena. 

In the neonatal period, although most bleeding is 
attributed to hemorrhagic disease of the newborn, 
it is best to consider hematemesis and melena as 
indicating acute peptic ulcer unless proven other- 
wise. Hematemesis from esophageal varices as a 
source of bleeding should be considered especially 
after the neonatal period when the possibility of 
swallowed blood or peptic ulcer has been ruled out. 
Although in the neonatal period hematemesis due 
to peptic ulcer is usually not diagnosed until 
autopsy, an increasing number of these patients 
are being operated on successfully. 

Bleeding from Meckel’s diverticulum usually pro- 
duces a tarry stool first, followed by bright red 
clotted or unclotted blood. Anal fissures or anal 
polyps frequently produce small repeated passages 
of bright red blood. When rectal bleeding is ac- 
companied by pain, intussusception, volvulus, or 
strangulated hernia are suggested. Henoch’s pur- 
pura may not be distinguishable from intussuscep- 
tion preoperatively. 

Other causes of alimentary tract bleeding may 
be duplication of the alimentary tract, polyposis, 
vascular and coagulation disorders, neoplasms, 
regional enteritis, and other more unusual ab- 
normalities. 

The author stated that at the present time in well 
equipped hospitals, the earlier reluctance to expose 
infants and children to surgery does not seem 


justified. (Am. Surgeon, 20:216, 1954.) 


ORCHIDS 


THE DRUG HOUSES should be commended on the tremendous amount 
of research they put into every problem which confronts both general 
practitioner and specialist. To me, the pharmaceutical detail man is 
not a necessary evil, but a very important link between this poor 
family doctor and the drug company’s research organization. 
—Robsert M. Myers, M.D., in an address to the Sixth Annual As- 


sembly of the American Academy of General Practice. 
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Phage Therapy of Infections 


Q. | would like information regarding Bacte-Coli-Phage (Anglo- 
French Drug Co.). Is this bacteriophage actually a potent antibiotic 
against E. coli infections of the bladder? 


A. Phage therapy for infections of the urinary 
tract with coliform organisms has not met with 
wide acceptance in this country. It is difficult to 
see how local administration into the bladder would 
clear anything except a cystitis, and it is doubtful 
that phage given orally would be effective against 
infection in the substance of the kidney. There is 
little evidence in the modern medical literature on 
which to base a recommendation of Bacte-Coli- 
Phage. 


Significance of Dyspnea on Exertion 


Q. A 68-year-old woman (not obese) has shortness of breath on 
moderate exertion. There is moderate hypertension, but examina- 
tion is otherwise unremarkable, and there are no signs of congestive 
heart failure. A chest flim shows 25 per cent enlargement of the 
heart and tortuosity of the aorta. How much should her activity be 
limited? What drug therapy should be prescribed? 


A. The most common causes for an_ isolated 
complaint of dyspnea on exertion in a nonobese, 
68-year-old woman would be: (1) myocardial in- 
sufficiency and, (2) pulmonary insufficiency sec- 
ondary to pulmonary emphysema. We do not have 
evidence for either of these diagnoses on the basis 
of the information given. However, it would be 
very important to have further data concerning the 
statement that “there are no signs of congestive 
failure.” Does this mean that the chest film showed 
normal vascular markings throughout the lungs? Is 
the venous pressure normal and does it remain 
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Information Please 


normal when firm pressure is applied to the abdo- 
men for a period of one minute? Are the arm-to- 
tongue and arm-to-lung circulation times normal? 
Are there ever any episodes of paroxysmal noc- 
turnal dyspnea? Does the patient have any degree 
of orthopnea? The fact that the heart is enlarged 
does not, of and by itself, warrant a diagnosis of 
myocardial insufficiency since cardiac enlargement 
is so often present when there is adequate circula- 
tory compensation, and it is not rare to find it in 
older hypertensive persons whose sole cause for 
their dyspnea is emphysema. The tortuous aorta 
has no significance at all in a person this age. 

Relative to the second possibility mentioned, are 
there any physical signs of emphysema? (These 
need not be so advanced as the classical textbook 
picture of the barrel-chested individual in order to 
be productive of dyspnea.) Do the costal margins 
move in during, or toward the end of, inspiration? 
Is there evidence of a low position of the dia- 
phragm? Is the heart border difficult to percuss? 
These and other similar questions need to be 
answered. Incidentally, the routine chest film may 
be negative in the presence of emphysema that is 
clinically important (as demonstrated by pulmonary 
function tests). 

If the above questions have all been answered 
and there remains a doubt as to the diagnosis, then 
a diagnostic-therapeutic test of digitalization should 
be carried out since the patient ought to have some 
improvement of exercise tolerance if her dyspnea 
is on the basis of myocardial insufficiency, but there 
would be no benefit if it is due to uncomplicated 
pulmonary insufficiency. 

The therapy to be prescribed depends entirely 
on the diagnosis. If the dyspnea is on a myocardial 


q 

j 


insufficiency basis then maintenance of digitaliza- 
tion, salt restriction, and mild diuretic medication 
would be in order. The activities should be limited 
to a point just below that which leads to dyspnea. 
If pulmonary emphysema is the responsible condi- 
tion, treatment is less likely to be efficacious, but 
drugs to relieve bronchial spasm should be given a 
trial, any existing chronic respiratory tract infec- 
tion should be treated, and abdominal support 
should be provided if there is a flabby abdominal 


musculature. 


Tumor of Labium Majus 


Q. Just beneath the surface of the right labium majus, a patient 
has a nodule about 1 cm. in diameter. It is firm, noncystic, non- 
tender, bluish-black. What must be considered besides a melanoma? 

This question was sent to two members of the Edi- 
torial Advisory Board—a dermatologist and a gyne- 


cologist. Their answers follow: 


A. Dermatologist: These diagnoses are considered 
in the absence of any history. 

Probably the commonest lesion to be considered 
is hemorrhage, usually old, in a cyst. This makes 


the lesion firm and nodular and gives it a noncystic. 


quality. Another benign type of lesion is subepi- 
dermal nodular fibrosis, or more rarely in this 
group, a true sclerosing angioma. Blue nevi are also 
found in this area. More uncommonly would be 
considered Kaposi hemorrhagic sarcoma or endo- 
metrioma pigmented carcinoma. If the diagnosis is 
not certain, simple excisional biopsy should be done 
before any radical procedures are considered. 

A. Gynecologist: Many types of intradermal tumors 
can occur in the vulva. In addition to melanoma, 
sebaceous and sweat gland tumors, all forms of 
early carcinoma, neuroma, glioma, fibroma, and 
hemangioma are other considerations for the tumor 
described. Treatment should consist of complete 
and deep excision of the tumor for pathologic 
diagnosis. 


Treatment of Anemias 


Q. |s it still true that all that is necessary in treating a hypochromic, 
microcytic anemia such as we commonly see, is ferrous sulfate? 

Can you briefly give me the indications for using folic acid and 
Bio. Am | right in my understanding that these substances replace 
liver extract in the treatment of pernicious anemia, and do they 
have any use other than in treatment of macrocytic anemias? 


A. The proper treatment for iron deficiency anemia 
(which is manifested by hypochromic microcytic 
anemia) is ferrous sulfate or ferrous gluconate. Such 
agents are effective when the diagnosis is correct, 


and there is no need for parenteral iron therapy - 
certainly there is no need to take the risks whic: 
parenteral iron therapy entails. 

Vitamin By should be used in the treatment o! 
pernicious anemia and can be safely substituted fo; 
liver extract. There is no need in the great majority 
of cases to use folic acid as well. The injections of 
Biz may be given for maintenance in amounts of 6() 
micrograms every thirty days intramuscularly. Folic 
acid is needed in some cases of sprue, nutritional 
macrocytic anemia, and the rare disorders, megalo- 
blastic anemia of pregnancy and of infancy. 


Management of Chronic Prostatitis 


Q. | have a patient with chronic prostatitis characterized by re- 
current bouts of typical pain and aching in the low back but very 
little discharge. He has had his prostate gland massaged in numer- 
ous offices over the countryside. Antibiotics have been used. His 
prostate gland has been injected with penicillin on three occasions. 
He maintains that no relief has been obtained from any of this, 
and that he gets well in about three weeks. He inquires: After 
reading about the treatment of cancer of the prostate with 
stilbestrol, would such therapy help his condition? | hesitate to try 
same as | do not wish to experiment when the possibility of feminiz- 
ing the patient exists. Is there any experience relating to this 
question? 


A. The age of the patient is not mentioned. In 
order to locate accurately the source of the infec- 
tion, cultures of urine and prostatic secretion should 
be obtained and the sensitivity of any organisms 
which grow out should be tested. A K.U.B. and 
intravenous urogram should also be done to rule 
out any abnormality of the upper tract or the 
possibility of prostatic calculi. An examination of 
the bladder and prostatic urethra should be carried 
out by means of the cysto-urethroscope to rule out 
any residual urine, the presence of obstruction at 
the prostatic orifice and to observe the prostatic 
urethra with special reference to dilated infected 
ducts. Stilbestrol would probably be of no use if 
any infection is persisting in the prostatic glands. 
Hormone therapy of this type does produce micro- 
scopic alterations in the epithelium. 

In view of the long-standing nature of this case 
and the fact that it has not cleared up under the 
usual methods of treatment, the effect of stilbestrol 
might be tried. The dosage should be low, not more 
than about 3 mg., in divided doses per day, and 
the treatment should not be kept up more than 
one month. The patient should be warned that sex 
function will probably be inhibited and that some 
swelling and tenderness of the breasts might be 
expected. 
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Business and Economics V 


I HAVE BEEN ASKED to tell about our experiences in 
operating a clinic facility, with overnight beds, in a 
rural community. The story is not an isolated one; 
similar situations can be found all over rural Amer- 
ica. To give the picture, I will have to discuss briefly 
the changes in medical care in our county in the 
past fifty years. These medical changes were caused 
by economic changes, good roads, automobiles, 
fast transportation, scarcity of doctors in the imme- 
diate vicinity, and availability of doctors and hos- 
pitals in nearby medical centers. Because of all these 
factors, we decided to build a clinic of this type. 

Camden is a small town of 1,200, with 8,000 to 
10,000 people living within a radius of twenty miles. 
Our closest doctors are located fifteen to twenty to 
twenty-five miles distant. Our county has a small 
number of fairly well to do and small farm owner 
families, and large numbers of low income, share- 
cropper families. We have large areas of timbered 
marginal lands and many river and creek bottom 
farms. Within the time I have been in practice in 
Camden, our economy has changed from that of 
cotton and corn, with large plantations and large 
numbers of sharecroppers, to that of improved 
pastures, seed and cover crops, cattle and timber 
crops, with only small areas now growing cotton and 
corn, Asa result, many people have moved to areas 
of greater economic opportunity. Many large plan- 
‘ations now have only a few sharecroppers. 
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A Doctor Supplies a Community's Needs 


The changing pattern of medical care in rural Wilcox County, Alabama, 1908— 1954 


BY J. PAUL JONES, M.D. 


Forty-five years ago, in 1908, our county had a 
population of 35,000 and thirty-eight doctors, 
usually located about five miles apart. We had eight 
in Camden, and from two to six in each small town. 
Our economy was largely cotton and corn, with 
large plantations having from twenty-five to one 
hundred sharecropper families. Our roads were 
trails; and our nearest hospital was twelve to twenty- 
four hours distant, by train or boat. 

As my grandfather and father had been family 
doctors there for many years, I located in Camden 
in 1919. At that time we had a county population 
of 31,000 and twenty-nine doctors, five in Camden. 
My father had just completed a small six-room 
clinic building to offer a better type of medical care. 
From 1919 to 1931 my father and I were doctor, 
nurse and druggist to many families in an area of 
ten to fifteen miles. As there were no overnight 
hospital beds in the clinic or town, we did most of 
our practice in the homes of our patients, including 
obstetrics and emergency surgery. When we could 
not use a car, horse and buggy, or horse, we walked 
or rode in a skiff to reach isolated areas. Our nearest 
hospital was five to twelve hours distant. 

In 1932, with only three doctors left in Camden 
—two of sixty-five years of age—and only fifteen 
doctors in the entire county, | added laboratory 
and x-ray facilities and began to insist on patients 
coming to the small clinic for medical care. By then 
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Main Street, Camden, Alabama 


our roads were better; many people had auto- 


mobiles, and I did not have time to range the. 


country side. 

By 1944 I was the only doctor in Camden. There 
were only six in the entire county, located about 
twenty miles apart. My area of practice had stretch- 
ed to twenty and twenty-five miles in many direc- 
tions. Most of my work was now in the small clinic, 


with only eight to ten home calls a day. I was bring- 
ing in by car or ambulance many emergency cases 
for diagnosis and treatment. I was also bringing to 
the clinic a majority of my obstetrical cases because 
many of the homes did not have lights, water, or 
heat; and conditions under which this care had to 
be managed were intolerable. I felt justified in bring- 
ing them to a place where we had water, heat, 


Exterior of 14-room clinic built by the author and his wife in Camden 
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lights, and facilities to care for the unusual emerg- 
encies we encountered and in sending them home 
four to twelve hours later in a car or ambulance. 
Our nearest hospital was now four to five hours 
distant, and I was forced to send nearly all our 
serious emergencies there as I had no place to care 
for them. 

As office visits and home calls increased from 
twenty and thirty a day in the thirties to thirty and 
forty and often fifty a day in the forties, and as 
hours of work stretched from eight to twelve and 
often eighteen per day, with much all night work, I 
found our limited facilities inadequate. By 1949 
there were three doctors in our half of the county, 
and they were fifteen and twenty miles away, and 
one was over seventy years old. The demands on 
my time and health, caused by the scarcity of doc- 
tors and the increasing need for better facilities, did 
not allow me to practice the type of medicine I 
desired and felt our community needed. 

Desiring to secure these facilities for our commu- 
nity, and feeling that they were a community 
responsibility, I approached our county leaders to 
see if they would be willing to build a small hospital. 
After much discussion, they seemed pretty well 
satisfied with the status quo, since many were able 
to go to the nearby medical center and saw no need 
of building a hospital if it cost them anything. 
However, they were willing for me to put up the 
matching funds and assume the obligation of run- 
ning a hospital. 

Here is the recommendation, on May 1, 1949, of 
representatives from each beat in the county regard- 
ing hospital facilities for the county. 

“It is moved that it is the sense of the com- 
mittee that we seek the cooperation of the doctors 
of the county and that we offer them our co- 
operation in an effort to establish as many clinics 
as possible in Wilcox County under the Hill- 
Burton Act, with the county’s participation sup- 
plied by the doctors in the locality where the 
clinic would be established—or by the local effort 
in the individual localities. It is understood that 
the money would be paid through the county 
board of revenue and the title would be vested in 
the County Board of Revenue and the doctors 
would be given a long time lease, at $1.00 per 
year, sufficient to justify their investment.” 
During all this time I was not able to interest a 

loctor in locating in Camden. Those who came to 
investigate were not interested in working twelve 
‘o eighteen hours a day with no facilities and no 
‘rained help. Our population decline leveled off at 


GP « June, 1954 


Floor plan of Jones Clinic, with separate 
facilities for white and Negro patients 


23,500 in 1949, with 17,000, or 73 per cent, Negro. 
Of our six doctors, three were over seventy, and only 
two were in my half of the county. 

So, in 1949, with the support and counsel of my 
wife and against the advice of our friends, we used 
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TABLE A 


Number of persons given hospital care in the Clinic 


number of these 
sent to hospitals 
and specialists 


total number of 
obstetrical cases 
attended 


1949 (2 mos.) 
1950 
1951 
1952 
1953 


21 
63 
63 
74 
56 


Total 


277 


our savings to build and equip a fourteen room 
clinic which included white and Negro waiting 
rooms, a drug room, office, four examining and 
treatment rooms, a weil equipped laboratory, x-ray, 
minor surgery and delivery rooms, and facilities for 
four overnight beds that could be stretched to six 
beds in case of need. Since we had to provide 
facilities for two races and furnish and equip the 
clinic for emergencies, we had spent most of our 
savings by the time we were through. We then 
employed a bookkeeper, druggist, two nurses, a 
laboratory technician and maid, and opened up late 
in 1949. Through the use of automobiles, taxi 
service, and ambulance, we were able to bring’in a 
majority of our people who were seriously ill for 
diagnosis, treatment, and emergency hospital care. 

The first two months the clinic was open, we 
admitted fifty overnight patients, including sixteen 
obstetrical cases. There were emergencies of all 
kinds : convulsions, hemorrhages, pneumonias, oper- 
ative deliveries. A few weeks later a car full of our 
young people turned over in a creek on a freezing 
night. Having a place te render emergency care to 
two fractured legs, two fractured arms, a skull frac- 
ture and several cases of severe shock, was, to say 
the least, very comforting and probably helped 
avoid serious complications. 

During the clinic’s first year of operation, we 
admitted 235 patients, many for only overnight. We 
soon found that we were running a small hospital, 
the community's responsibility, and that having from 
two to six bed patients a day seriously interfered 


TABLE B 


with the normal operation of a busy clinic, since 
friends, family and visitors too often spilled over 
into the clinic section, interfering with its activities. 

We have about eight hundred births a year in our 
county, 85 per cent Negro. In our area, we have 
about 350 births a year, 275 Negro, and seventy-five 
white. About one-half our white obstetrical cases go 
to nearby hospitals; the other half we handle in our 
clinic. Most of the Negro women are delivered by 
midwives ; we see only the complicated cases requir- 
ing medical and hospital care. Of those we see, we 
handle about 80 per cent. The 20 per cent requiring 
specialist or hospital care, we send to nearby hos- 
pitals. Many of the Negro cases we handle are acute 
emergencies, such as eclampsias, difficult labors of 
over twenty-four hours, versions and hemorrhages. 
These often require immediate attention, with no 
time allowed for transportation to a hospital, often 
not even to our clinic. 

In the past four and one-half years we have 
admitted and cared for 232 overnight OB cases, 
performed normal and operative deliveries, given 
transfusions, delivered seven sets of twins and one 
set of triplets. We have also sent forty-five OB cases 
who came to us for medical care to nearby specialists 
and hospitals. In addition, we have cared for about 
600 medical, surgical, and pediatric emergencies, 
such as accidents, burns, fractures, heart attacks, 
convulsions, hemorrhages, pneumonias, and acute 
colitis, these requiring overnight care in the clinic. 

Of the approximately 4,000 to 4,500 individuals 
we see each year who require from 12,000 to 14,000 


Number of patients examined or treated January 1-7 


1934 1938 1944 


1948 1949 


office and home calls 113 158 185 


272 254 


clinic hospitals 


home calls 


(percentage of total calls) 25% 


12.5% 
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Changing socioeconomic conditions of Wilcox County, Alabama, 
1908-1954, with corresponding trends in medical facilities gg 


clinic and home visits, we send about 350 to hospi- 
tals and specialists for diagnosis, treatment and 
hospital care. Of course, many in this area go to 
other doctors or hospitals of their own accord. In 
addition we handle overnight in the clinic about 200 
individuals with acute emergencies; as a rule they 
do not require either specialist care or extended 
hospital stay. One must remember that half of our 
practice is among low income people, many of whom 
may need, but cannot afford, anything but acute 
emergency care, and that in many instances this 
care is furnished free by the local or area doctors 
and hospitals. 

Many of our patients do not know the hospital or 
specialist to whom they must go. As their family 
doctor, I am expected to make the arrangements 
and vouch for the specialist’s ability. Although all 
nearby hospitals have closed staffs, many of our 
patients expect or request that I go with them and 
be present at their operations. As we have no local, 
county, or state indigent care programs, this care 
falls on local and nearby doctors and hospitals. In 
no instance have I known of a person in need of 
either medical care or hospitalization being refused 
this attention. 

My relations with nearby physicians, who are 
nearly all general practitioners or American College 
of Surgeons’ men, could not be better. I have the 
highest respect for their ability, integrity and hu- 
manitarian spirit. They have always done every- 
thing possible for our patients, regardless of eco- 
nomic status. I cannot speak too highly of their 
help to me and their unstinted services to our 


people. 


Clinic Brings Patient Increase 


We have found that, instead of cutting down on 
our work, having facilities, trained help and a few 
overnight beds has caused an increase from thirty 
to almost seventy patients a day, including one to 
five bed patients. We have found that, week after 
week, we are seeing 300 patients in the clinic. I was 
back where I started, too busy to practice good 
medicine. Gradually, and with much effort on our 
part, we are trying to train our clientele to observe 
clinic hours. We are trying, except for emergencies, 
to work out an eight-hour day, with Thursday and 
Sunday afternoons off. 
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We require that overnight patients bring some 
member of the family to nurse them and feed them 
from the cafe. And usually we send those who will 
be ill more than twenty-four hours to nearby hospi- 
tals, now only forty-five minutes away. Even so, we 
admitted 164 overnight patients last year. 

We have not been able to change the medical 
habits of our rural people. Since they have for years 
had plenty of doctors to pick and choose from, our 
efforts to set up clinic hours have meant very little 
to them. If the doctor is not at the clinic, they go to 
his home, church, or place of recreation and expect 
immediate attention at any hour of the day or night. 

Rural communities that wish to get and keep a 
doctor should be considerate of his time, rest and 
health. They should curb their impatience over 
having to wait their turn in the clinic or for house 
calls, and they should understand that their doctor 
often cannot stop whatever he is doing and make a 
call or wait on them immediately. They fail to realize 
that it is very costly to supply good rural medical 
care or that a doctor’s time and knowledge can only 
be fully utilized when he has facilities, trained help 
and when he wisely uses his time. 


Rural Doctor Needs Training 


Our rural people feel that medical care is a 
commodity to be purchased by shopping around 
from doctor to doctor. The old family doctor de- 
pendence is rapidly disappearing. This attitude on 
their part certainly requires that the rural physician 
be well educated and trained and that he insist on 
facilities, trained help, and time off for rest and 
study. He must have these if he is to meet the 
changing pattern of medical care. From what I have 
said, I believe you will see that the life of a lone 
doctor and his wife with this type of clinic in a 
rural area is not a bed of roses. 

The doctor is expected to be on duty twenty-four 
hours a day; he often cannot get away without 
someone to replace him; and he has little time off 
for rest, recreation, or study. If he does take time 
off, he is frequently censored by those he incon- 
veniences. If he builds his own facilities, he often 
finds that he is expected to assume the emergency 
hospital and nursing care of the community, duties 
that are primarily those of the community. 

We would advise that a young doctor who enters 
upon this type of practice should, by all means, try 
to get an associate at the beginning. He should 
realize fully that, if he does not, it will mean a con- 
fining, difficult life for him personally. Although he 


can render great assistance to the community, lx 
should, in the beginning, enlist all the educationa! 
agencies and organizations in the community t: 
help him get the public’s understanding of what hx 
is trying to do. 

Please do not misunderstand me; I do not rende: 
all the medical care to the 8,000 to 10,000 people 
who live within a radius of fifteen to twenty miles 
of Camden. While, during half of 1952-1953, we 
had only two other doctors in twenty miles, today 
we have four, located fifteen, twenty, and twenty- 
five miles away. They also do their share. And we 
are within one hour’s drive of Selma which has four 
hospitals and thirty-five doctors. However, it seems 
that I am expected to take care of most emergencies 
in our area, day or night, even if they have another 
doctor or go to another doctor the next day. 

I am glad to report that, during the past year, two 
more clinics have been erected in our county, one of 
these by a community trying to attract a physician. 
So far, neither has begun to offer overnight care. — 
Within the past few months we have succeeded in 
interesting our Town Council and County Board of 
Revenue in making application for a twenty bed 


_ Hill-Burton hospital. We hope that our experiences 


and the benefits of the clinic to our community have 
had some influence in convincing them of the need 
and value of better facilities. 

Today, with seven doctors in our county and 
three just over the county line, each of the latter 
with an area of fifteen to twenty miles to cover in 
our county and adjoining counties, we have about 
as many general practitioners as our economy will 
support. Another doctor in Camden and a small 
county hospital, plus widespread Blue Cross-Blue 
Shield insurance, should give our people very good 
medical care coverage. 

I would like to say in closing that whatever we 
have accomplished has been due to the unselfish, 
loyal, and intelligent assistance of those who have 
worked with me, to the unfailing understanding and 
help of my wife, and to the support of our many 
patients. All this has meant the difference between 
success and failure. 


Because of widespread enthusiasm for this paper, delivered 
originally by Dr. Jones at the recent conference sponsored by the 
American Medical Association’s Council on Rural Health at 
Dallas, Texas, GP is happy to publish it here. Dr. Jones has 
recounted colorfully the experiences of a single physician operat- 
ing a clinic facility with a few overnight beds in the rural com- 
munity of Camden, Alabama. The socioeconomic problems 
caused by decreasing population trends in rural areas form a 
pattern familiar to many physicians in general practice. 

—PUuBLISHER 
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Our Hospitals: Shall They Be Workshops 
for All Qualified Physicians 
or Closed Shops for the Specialists? 


BY JOHN O. BOYD, JR., M.D. 


ALMOST A DECADE has passed since the American 
Medical Association first took cognizance of the 
need to stimulate a resurgence in the general prac- 
tice of medicine. This took the form of a resolution 
presented in December, 1945, before the House of 
Delegates of the AMA to amend the constitution 
and by-laws to provide for creation of a section to 
be known as “General Practice of Medicine.” This 
was augmented at the July, 1946, meeting in San 
Francisco in a resolution which recommended the 
creation of “General Practice of Medicine” sections 
in the organization of state and local medical so- 
cieties. 

In December of 1946, at the interim session, the 
House of Delegates of the AMA passed a resolution 
stating that hospitals should be encouraged to es- 
tablish general practitioner services. Appointments 
to a general practice section were to be made by 
hospital authorities on the basis of the merits and 
training of the physician. This resolution further 
stated that such appointment and development of 
such a section on the hospital staff should not be 
grounds for disapproval of the hospital for intern 
and residency training. 

Each subsequent annual and interim meeting of 
the House of Delegates of the AMA included the 
adoption of resolutions clarifying the intent of those 
previously adopted. Perhaps the last item of major 
significance by the AMA House of Delegates occur- 
red in June, 1950, at the San Francisco meeting, 
when several resolutions were adopted, one of which 
specifically commended the American Academy of 
General Practice for its program of postgraduate 
education and for its efforts in the preparation of 
“A Manual on the Establishment and Operation of 
a Department of General Practice in Hospitals” 
which was considered of practical value to those 
hospitals instituting such services. 

In recent months, the air has been filled with 
allegations and bitter denunciations between repre- 
sentatives of the American College of Surgeons and 
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John O. Boyd Jr., M.D., left, a member of the Academy’s Com- 
mission on Hospitals; Kenneth B. Babcock, M.D., right, newly 
appointed Director of the Joint Commission on Accreditation 
of Hospitals. Dr. Babcock was formerly Director of The Grace 
Hospital, Detroit, Michigan. In his new position he succeeds Dr. 
Edwin L. Crosby, who has become Executive Director of the 
American Hospital Association. 


certain other groups in organized medicine. These 
have centered about the College’s program to sup- 
press the unethical practice of fee-splitting and 
ghost surgery. All medical groups have been united 
in denouncing these evils, and the contention has 
been over the method of correcting them. 

Perhaps this may account for the College’s lack 
of specific expression, in more recent months, re- 
garding the general practitioner’s status in hospitals. 
It would seem fair to assume that the American 
College of Surgeons still accepts the basic doctrine 
expressed by it in its bulletin, Volume 34, No. 4, 
December, 1949, which states: ‘The main con- 
sideration in granting hospital privileges to a phy- 
sician is that he shall be competent to perform pro- 
cedures which he undertakes. Otherwise the Ameri- 
can College of Surgeons in its Standard for Hos- 


“it is necessary that doctors and laymen understand 


that the general practitioner is @ physician who does not limit 


his interest to any branch of medicine or surgery." 


j 
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“So long as the practitioner keeps himself sufficiently abreast 

of medical progress to recognize his own limitations, and 

properly refers those problems which he is not able to solve without 
delay, no legitimate criticism can be directed at him.” 


pitals imposes no restriction which prevents the 


general practitioner from having the status which 
he deserves on the hospital staff. Any other con- 
ception of the requirements is the result of mis- 
understanding.” This statement continues: “The 
constitution and by-laws for hospital medical staff 
which the American College of Surgeons has recom- 
mended may easily be modified by individual hos- 
pitals to provide for a section of general practice.” 
This spirit is further expressed by an excerpt 
from the Advisory Board for Medical Specialties, 
which, at its February, 1947, meeting, unanimously 
voted to adopt a resolution which said in part: ‘The 
American Board of Surgery is not concerned with 
measures that might gain special privileges or 
recognition for its certificant in the practice of 
surgery. It is neither the intent nor has it been the 
purpose of the American Board of Surgery to de- 
fine requirements for membership on the staffs of 
hospitals. The prime object of the Board is to pass 
judgment on the education and training of broadly 
competent and responsible surgeons—not who 
shall or shall not perform surgical operations.” 
In 1950, Dr. Norman S. Moore of the Department 
of Clinical Medicine, Cornell University, presented 


a paper on “The Responsibility of Hospitals ( 
Doctors in the Community.” In this, the autho: 
calls attention very clearly to the responsibility 
the hospital to provide a workshop for all doctors 
who are qualified and living in the community whic!, 
it (the hospital) serves. He states: ‘It thus appears 
that boards of trustees and administrators of hos- 
pitals are in a key position to assume a major share 
in elevating and clarifying the position of the gen- 
eral practitioner. There are no objections from 
approval agencies—the AMA, the Advisory Board 
for Medical Specialties, or the American College of 
Surgeons.” Further comments on integrating the 
general practitioner were presented by Curtis H. 
Lohr, M. D., the Superintendent and Medical 
Director of Saint Louis County Hospital, Clayton, 
Missouri, to the Clinical Congress of the American 
College of Surgeons in Los Angeles in 1948. 

A concluding pertinent statement is taken from 
“The Problem Clinic” of Trustee, April, 1951: 
“Question: Should the hospital require that a doc- 
tor be certified before being permitted to do major 
surgery? In our hospital we have such a policy and 
it is causing us much trouble. How can we be 
assured that those who are doing major surgery 
are competent? Answer: There is no requirement 
that a surgeon be certified to do major surgery. He 
should, of course, be qualified. Credentials, such as 
the candidate’s being a fellow of the American 
College of Surgeons or Royal College of Surgeons 
of Canada or being a diplomate of one of the Ameri- 
can surgical boards (as in general surgery or, a 
specialty of surgery), warrant recognition and are 
highly desirable and commendable. 

“There may be some doctors doing surgery who 
are quite capable, but who do not have any of the 
foregoing recognition, and this is particularly true 
in many rural communities or smaller cities. Each 
doctor desiring to do surgery should be given in- 
dividual consideration and should be judged ac- 
cording to his training, experience, and ability. He 
should be granted privileges accordingly—that is, 
full or restricted, with or without supervision as is 
deemed advisable. . . .” 

After these clear expressions, what then is the 
problem? What are the existing conditions that 
make the general practitioner feel abused? What 
further solution may be at hand for correcting 
abuses still existing? 

One of the first essentials is that the medical pro- 
fession allow the general practitioner the right to 
define his professional interests. Such right has 
been granted others in various medical specialties 
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and there is no reason why the profession at large 
should define for the general practitioner his scope. 
Such appears to be the practice at the present time, 
with the result that the general practitioner feels 
he is not what he himself professes to be. It is 
necessary that doctors and laymen understand that 
the general practitioner is a physician who does not 
limit his interest to any branch of medicine or 
surgery. 

To many this is taken to mean that he considers 
himself a super specialist. Nothing could be further 
from the truth! It is a reasonable parallel to liken 
him to the general mechanic whose interest is not 
limited to the carburetor, transmission, differential, 
or any other particular part of the automobile, but 
who is interested in the mechanism as a whole. He 
will be competent to make adjustments in the spark 
and in the richness of the fuel intake, et cetera, as 
well as to perform certain mechanical acts such as 
grinding valves and replacing bearings. Just as the 
general mechanic would recognize certain specific 
problems as being too involved for his experience 
or training and as he would refer them to one who 
limited his interest to the particular field concerned, 
so the general practitioner will practice. 

Many specialists argue that such a philosophy 
today is untenable because of the increased com- 
plexity of medical practice. So much has been said 
in this regard that many accept it without further 
consideration. In reality, nothing is further from the 
truth. It is quite true that increasing details are 
being discovered regarding all diseases and all vital 
processes of the human organism. Nevertheless, the 
management of those conditions, medical and surgi- 
cal, which are most common, have been simplified 
and the general physician is in a far better position 
to care adequately for the majority of ills than was 
his predecessor. Certainly he is unable to keep up 
with the minute detail in the various specialty fields 
but this does not mean that the service he is able 
to render the vast majority is inadequate. So long 
as the practitioner keeps himself sufficiently abreast 
of medical progress to recognize his own limitations 
and properly refers those problems which he is not 
able to solve without delay, no legitimate criticism 
can be directed at him. 

Whereas twenty-five years ago the vast majority 
of physicians active in medical organizations were 
probably engaged in the general practice of medi- 
cine, today the general practitioner is in the minor- 

ity. Numerically, he still surpasses his specialist 
colleague, but, as determined by the voice of medi- 
cal organizations, and in hospital staff organization, 
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he is in the minority. This fact cannot be entirely 
blamed on the specialists, but must be recognized 
as a shortcoming, at least in part, of the general 
practitioner himself, in not more actively assuming 
an interest in his own welfare. Nevertheless, it has 
resulted, in many localities, in a situation in which 
the general practitioner’s interest is not objectively 
represented and in certain instances, particularly 
of general hospital staffs, where the general prac- 
titioner is being excluded from proper privilege on 
that hospital staff. Although organized medicine in 
its top echelons, including the Joint Commission 
on Accreditation of Hospitals, is exerting every pos- 
sible influence to encourage the acceptance of the 
general practitioner according to his own definition, 
with the necessary safeguards to protect the patient, 
the hospital, and the staff, it is nevertheless not 
succeeding in many sections of our country. 

What specifically can be done by the hospital in 
the community to rectify this situation? 

Just as the hospital board is responsible for the 
standards of care in the hospital, so it might be 
assumed the hospital board is responsible for insur- 
ing that the staff follows recommended procedures 
for appointment and recognition as expressed by 
the Joint Commission on Accreditation of Hos- 
pitals, the American Medical Association, and all 
other interested organized medical groups. It must 
be admitted that in some instances, particularly 
where the executive committee is dominated by 
specialists, the governing board of the hospital is in 
an extremely difficult position. Perhaps the dis- 
semination of information such as that contained 
in this article will be of value. Certainly expressions 
by the hospital board should in most instances be 


“in hospital staff organization, the general practitioner is in the minority.” 
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sufficient to encourage the medical staff to honestly 
adopt and execute these recommendations. 

Once the mechanism is insured, the governing 
board must assure itself that the general practition- 
ers originally appointed to the staff are competent, 
ethical, and highly regarded men. It must then in- 
sure that young men are granted associate staff 
privileges under the direction of such seniors and 
that increasing privilege is available to such men 
as they demonstrate their abilities. It must be em- 
phasized again and again that for the hospital staff 
or its credentials committee to adopt a policy which 
requires the equivalent training of that necessary 
for board certification in order for an applicant to 
be eligible for any specific hospital privilege is con- 
trary to the basic spirit expressed by all organiza- 
tions which have been quoted above. If a section is 
organized under such supervision it will result in 
improved medical care in the community, attract 
increasing numbers of young qualified physicians 
to the area, and stimulate the entire staff to keep 
itself on its toes and provide the highest standard 
of medical and surgical care. Such organization is 
not a liability to the hospital either as to possible 
criticism of the care rendered by its staff, recog- 
nition by the Joint Commission on Accreditation 
or recognition of intern-residency training. 


Unless our hospitals adopt a program which will 
encourage the continuation of the general prac- 
titioner according to his own definition, he will 
inevitably withdraw from the medical scene. No 
competent man is willing to accept the subservient 
role which is the inevitable result of the definition 
proposed by the specialist for the general prac- 
titioner. It is reasonable to assume that if the gen- 
eral practitioner is eliminated from the medical 
scene, the standard of medical-surgical care will 
fall. When men with special training settle in iso- 
lated localities, it is impossible for them to maintain 
the necessary liaison with one another and with 
postgraduate training programs to keep themselves 
abreast of progress and to maintain the concept of 
the whole organism. A reasonable approach to the 
average complaint is soon lost. 

It is not too much to say that the medical future 
of your community rests with the governing board 
of your hospital. What are you doing about it? 


Dr. Boyd prepared this article at the request of the Academy’s 
Commission on Hospitals, to express the Commission’s views. To 
disseminate the Academy’s recommendations on hospitals, the 


’ article was also submitted to the editors of Modern Hospital and 


is published simultaneously in the June issue of that magazine. 
— PUBLISHER 


Congress Discusses 
Worker Health 


IMPROVED medical service has greatly increased the 
economic value to the nation of industrial workers, 
according to Dr. Frank G. Dickinson, director of 
the American Medical Association’s Bureau of Med- 
ical Economic Research, speaking recently at the 
14th annual Congress on Industrial Health in 
Louisville, Kentucky. 

“In 1900, perhaps one-half of industrial workers 
20 years of age could expect to live to age 65,” he 


declared. ‘‘Now, more than four-fifths of them are 
destined to reach that retirement period. The de- 
cline in mortality during the working years of life 
has contributed greatly to economic progress. It 
has also contributed to the solution of some social 
problems. The probability of a child’s becoming 
orphaned through industrial accident has been cut 
in half.” 

Stress disorders, however, are increasing. Neu- 
roses, heart conditions and ulcers still present prob- 
lems to industry, as does prolonged illness, accord- 
ing to participants in various panel programs at 
the conference. 

Three members of the medical department of the 
E. I. du Pont de Nemours & Co., Wilmington, 
Delaware, described the preventive medicine pro- 
gram now being carried on in some of the com- 
pany’s 100-odd plants and laboratories. It has been 
extended to include handling of mental and alcoholic 
problems. A program has been worked out in coop- 
eration with Alcoholics Anonymous which has 
proved unusually successful, resulting in the reha- 
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bilitation of two out of every three excessive drink- 
ers who have shared in it. 

Gradual solution is being found to difficulties 
faced by small plant operators in providing medical 
care for small groups of workers, it was reported, 
with plant emergency services being established and 
maintained in many cases. 

Industrial implications of emphysema, including 
clinical aspects, pathologic physiology, histopath- 
ology, radiography and therapy were discussed, 
and some time was spent on the problem of meeting 
disasters, both those resulting from military action 
and those from natural causes. The latter portion 
of the program was under joint sponsorship of the 
Council on Industrial Health and the Council on 
National Emergency Medical Service of the AMA. 

That manufacturing communities would be high 
on enemy target lists was pointed out by a deputy 
administrator of the Federal Civil Defense Adminis- 
tration. Defense against biological warfare centers 
upon rapid recognition, reporting and treatment of 
cases, said Dr. John J. Phair, professor of preven- 
tive medicine in the University of Cincinnati Col- 
lege of Medicine, and consultant to the FCDA. New 
and highly toxic chemical warfare agents, such as 
nerve gases, and the greatly increased speed, capac- 
ity and range of military aircraft make chemical 
attacks a serious hazard in critical target areas, it 
was brought out. That the public needs also to be 
prepared for psychological warfare was the opinion 
of Dr. Ozro T. Woods, mental health consultant to 
the FCDA. Said he: 

“Our people are critically in need of leadership 
in our defense program. They are confused about 

‘our efforts because they have had no clear, com- 
plete official statement about all the attacks being 
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made on us. We need to be told about our strength 
in the presence of danger, and how we can make 
ourselves stronger.” 

Dr. Lawrence W. Long, chairman of the Missis- 
sippi State Medical Association’s committee on 
emergency medical service, attributed successful 
preparatory work to the fact that the program was 
aimed at community and state peacetime problems 
rather than at the effects of warfare. 

“We did not meet with much response until we 
moved away from the atomic bomb and war field 
into the disaster field of our state and its communi- 
ties—such things as tidal waves, cyclones, tornadoes, 
boat, air or rail disasters,” he said. “We began to 
see enlightenment in the faces of our people with 
this plan.” 

Dr. Frank H. Krusen, Rochester, Minnesota, 
speaking on the employment welfare of the handi- 
capped, said that “proper restoration of handi- 
capped persons depends on three things: first, ap- 
propriate, definitive treatment and physical rehabil- 
itation of the handicapped person in the hospital ; 
second, proper vocational rehabilitation ; third, well- 
established programs for employment of the handi- 
capped. 

Dr. Charles F. Shook of Toledo, a member of 
the American Academy of General Practice, was 
elected to membership on the Council on Industrial 
Health at the meeting. An American-Canadian ad- 
visory committee on industrial health to the World 
Medical Association was set up. The World Medical 
Association, representing 700,000 physicians of 46 
national medical societies, is planning establish- 
ment of an International Committee on Industrial 
Health for the benefit of industrial workers every- 
where. 
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The new building housing the clinic is located in the heart of one of the nation's most rapidly expanding industrial areas. 


Attractive modern planting in the native stone front 
flanks entrance way to the clinic offices. 


General Physicians 
in the Forefront of Expansion 


Nortu Kansas City, Missouri, is typical of many 
sections of the United States. It’s in the center of a 
booming industrial area; it’s an area of homes, part- 
ly urban, partly rural; its territory is being added to 
by annexation and the land is then subdivided again 
to provide more homes for more families. This 
mushrooming population has, in the past few years, 
put an enormous strain on the medical facilities at 
hand. How two young general practitioners estab- 
lished in the town have set out to provide the best in 
medical care for their growing roster of patients is 
pictured on these pages. Dr. R. D. Dwyer and Dr. 
Bernard L. Mullins have moved into a modern, two- 
story building erected for them by the North Kansas 
City Development Company, with ample parking 
space provided alongside the structure. Here, in 
up-to-the-minute, streamlined conditions, they are 
doing everything from routine checkups to minor 
surgery. At present their facilities occupy only the 
ground floor of the structure, but there is room for 
expansion on the second floor should more space 
become necessary. 


Conveniently located adjacent to the clinic is a modern prescrip- 
tion shop where patients may secure necessary medicines. 
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Waiting needn't be boring. The anguish of the suffering 
television heroine distracts the viewer's mind 
from her own aches and pains. 


ome Sliding window panels seal off secretaries from distracting 
ve noises, can be opened to permit conversation with patients. 


Two busy and happy general practitioners. 
Dr. R. D. Dwyer, standing, and Dr. Bernard L. Mullins confer 
in one of their private offices. 


fy all 


Soft radio music makes this spic- 
and-span laboratory a mighty 
pleasant place for nurses 

to carry out standard procedures. 


One of 17 examining rooms, 
each completely furnished 
with the latest 


in modern equipment. 


Complete equipment in two 
identical x-ray units makes 
diagnostic procedures 
rapid and thorough. 


And best of all, that homey 
touch! A cosy relaxing room, 
with refrigerator and lunch bar, 
where office assistants can 
prepare lunch and afternoon 
snacks, and where everyone 
eats on stormy days. 


. One of the two well-equipped 
surgeries, where minor operations 
are performed. Recovery rooms 
are located adjacent to each. 
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Benefits of an Industrial Medical Program 


A Multiphasic Analysis in Human Relations 
at a Community Level 


BY E. P. LUONGO, M.D. 


THERE HAVE BEEN misunderstandings in the past 
between private practitioners and industrial physi- 
cians. These were engendered by a feeling that 
industrial physicians engaged in “contract medi- 
cine.” A large segment of the medical profession 
feared industrial medicine would make inroads on 
the family physician and disturb physician-patient 
relationships by the injection of a third party. Mis- 
understandings, to a large extent, have disappeared. 
The medical profession now recognizes the increas- 
ing importance of this specialty. ! 
Nevertheless, in some geographical areas under- 


going new and rapid industrial development there 


still exist obstacles to proper working relationships 
between industrial physicians and their colleagues 
in private practice. Even though the private physi- 
cian’s fear of economic losses and _ socialization 
through industrial medicine has largely been dis- 
pelled, this obstacle remains: a lack of information 
on the purpose and proper scope of an industrial 
medical program. 

As one representative of industrial medicine, at a 
time when its acceptance as a full fledged specialty 
seems assured, I feel a deep personal responsibility 
in attempting to resolve this obstacle, to minimize 
misunderstanding, and to point out the desirability 
of teamwork between industrial physicians and pri- 
vate practitioners. 

There actually can be no real distinction drawn 
between the work of industrial physicians and pri- 
vate practitioners. Every physician practicing medi- 


cine gives service to industry at some time, whethe 
it be treating a small businessman, i.e., the groce: 

the baker, or whether it be the farmer, the merchant. 
the banker. Every. physician, whether in private ot 
industrial practice, must at some time apply princi- 
ples of occupational medicine in the treatment of 
his patients. The private patient, even though « 
housewife, is a worker subject to occupational haz- 
ards and to disabilities which may affect the effi- 
cient performance of her household duties. When 
you advise a housewife to avoid certain types of 
physical exertion because of a cardiac disability, or 
to avoid contact with certain household solvents 
because of an atopic dermatitis, you are practicing 
an important branch of occupational medicine— 

rehabilitation. Whose loss as a worker is more 
keenly felt than the handicapped homemaker ? 

In future, all physicians will be called upon more 
and more to practice rehabilitation or occupational 
medicine. Those who have read Dr. Howard A. 
Rusk’s book, “Living With A Disability,” know 
that a whole new field has been opened up in 
handling patients with disabilities, in order that 
they may pursue a maximum number of their ordi- 
nary activities or duties. Can we say we are doing 
everything possible for cases of severe arthritis if we 
do not advise patients about aids available to make 
their daily lives more productive and more livable? 

The total adjustment of an individual to his 
health and environment should be of equal interest 
and importance to men in both industrial and pri- 
vate practice. An employee who leaves work and 
reports to the doctor’s office in his overalls is called 
an industrial case. The same individual, dressed in 
street clothes, reports to a private physician and is 
considered a private patient. 


Patient Always One Individual 


There has been, through industrial and economic 
development, an imaginary division of responsibil- 
ity for this individual’s health and welfare. If he 
suffers injury or disease resulting from occupation, 
he is called ‘‘an industrial case.” If he suffers disease 
or disability having no relationship to his employ- 
ment, he is called “‘a private case.” In truth, how- 
ever, he is one individual. His attitude toward his 
disability shows no clear-cut division regardless of 
responsibility for his medical care. By the same 
token, his attitude toward the medical profession 
recognizes no lines of demarcation as to industrial 
or private practice. If he gets caught in a “bind,” 
due to misunderstanding between the two, both 


“The private patient, even though a housewife, 
is a worker subject to occupational hazards and disabilities.” 
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“An employee who reports in his overalls is called an industrial case. 
The same individual, dressed in street clothes, 


reports to a private physician and is considered a private patient.’ 


branches of medicine suffer loss of prestige, of 


acceptance and of effectiveness. 

An employee spends one-half of his waking hours 
at work. The trauma he receives at work, whether it 
be physical, psychologic, or mental, is bound to 
affect his after working hours. By the same token, 
his relations in his home, his neighborhood, his 
church, and his preoccupation with personal ill- 
nesses and family problems, are bound to affect him 
on the job. If his wife throws the breakfast dishes at 
him—and connects—we might arbitrarily classify 
him as a “private case.” If she misses and he re- 
treats to his job to become, as a result of his pre- 
occupation with his personal troubles, the victim 
of an accident, do we gain by arbitrarily classifying 
him as an “industrial case”? This individual does 
not leave one personality or set of experiences 
behind and take another with him into the plant 
when he punches the time clock for his shift. On 
leaving the showers of the change room after shift, 
though he has washed away the dirt and grime of a 
day’s work, his suppressed hostility, frustrations, 
and anxieties during working hours may go home 
with him. Watch some factory workers or some 
school teachers as they drive their cars away from 
their places of work to see vivid examples of this. 

The private doctor and the industrial physician 
have a common responsibility to bring benefits to 
the “total”? or the “whole man.” To do this, as 
much consideration must be given to work and its 
inherent hazards (physical or psychologic), as to 
medical history and physical complaints. Every 
medical history on a private patient should include 
the questions, “Where do you work?” and ‘What 
do you do?” 

There must be, therefore, a good understanding 
between the private and the industrial physician as 
to how these two branches of medicine can work as 
a team toward a common goal. I would like to 
review the benefits which accrue from such team- 
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work to the individual worker, employer, and the 
community, including the medical profession. 


Self-Interest a Prime Motive 


We should consider first some principles in moti- 
vation. It is an accepted principle in human rela- 
tions that people act in what they feel are the best 
interests of themselves, their families, and/or others 
whose welfare they have at heart. If any group, a 
medical society, a company—or if an individual— 
is to be receptive to a person, a plan, or action, proof 
is first wanted that their self-interest is being 
served. This can be accomplished if benefits result- 
ing from a proposal or dangers from which it pro- 
tects us are pointed out. 

The true measure of the value of an individual, a 
company, or a community, is ability and willingness 
to bring benefits to people. The employee in a com- 
pany expects that company to bring him benefits. 
If he feels that it will not, he seeks leadership out- 
side of company management. This, to a great 
extent, explains labor relations in the country today. 

If a community fails to bring benefits to its 
citizens, there may soon be a change in governing 
officials, in social and economic philosophy, or in 
form of government. If things get too bad, people 
move to new communities. 

We physicians, who by profession are dedicated 
to a life of charity and to human welfare, must be 
continuously mindful not only of how individuals 
evaluate the benefits we bring, but how communi- 
ties evaluate us. Only if we continue to furnish a 
sufficient number of benefits to individuals and 
communities can the medical profession stave off 
ideologies which would destroy professional free- 
dom and our system of free enterprise. If medical 
men as a group fail to bring the benefits the 
majority of people seek, they will look for leadership 
in the health field outside of the medical profession. 
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If history is a guide, this would be the placing of 
the keystone, not the cornerstone, in the arch of 
socialism. This arch, once set up, is hard to remodel. 

Now let us see how these principles work where 
industrial medicine is concerned. 

If a company, through moral, economic, finan- 
cial, or legal responsibility, has a medical program, 
the workman expects that medical program, and the 
plant physician representing the program, to bring 
him benefits. 

Preventive medicine is the largest single benefit 
we bring to the employee in industrial medical 
practice. 

The most important preventive measures are the 
various industrial physical examinations, including 
pre-placement, periodic or annual, post-illness, and 
special examinations. 

Purposes of these physical examinations are: 

1. To facilitate placement of a worker in accord- 
ance with his individual physical or mental fitness. 

2. To acquaint the worker with his physical 
status and to assist him in improving and maintain- 
ing personal good health. 

3. To safeguard the health and safety of others. 

Looking at the above objectives, you can see that 
the worker benefits at time of hiring by proper 
placement in a job compatible with his physical 
capacities. He benefits from advice as to correctible 
defects which, though minor at first, could be 
aggravated through years of service, and reduce his 
working efficiency. 

By reporting to his private physician for correc- 
tion of these defects, he improves his health, in- 
creases his longevity, bringing long-range benefits 
to his family and community. The private physician 
benefits by early referral of the case at a time, in 
many instances, early enough to prevent irreparable 
damage. He is able to follow the case from the 
beginning and maintain proper medical control. 
The management of the plant benefits in the pre- 
placement examination of the prospective workman 
by receiving advice, without diagnosis, as to the 
individual’s physical capabilities and limitations. 
This enables men charged with the responsibilities 
of management to place the worker in a job where 
he will not be a hazard to himself, to others, or to 
company property. 

You may ask, ‘What if the physical examination 
results in the man’s not being hired? How does that 
benefit him?” In private practice as well as in an 
industrial practice, frequently the patient must 
suffer short-range losses in order that he may enjoy 
long-range benefits. 


Examination Provides Long-Range Benefits 


I am certain that the average patient, confronte«: 
with the prospect of a surgical operation, does noi 
consider this procedure an immediate benefit, bu: 
as a loss, for many reasons other than financial. In 
many instances you have to counsel the patient 
regarding long-range benefits in preventing furthe: 
complications or prolonged disability. 

The situation is no different in industrial medi- 
cine, which today has become a science more of 
prevention than of cure. The industrial physician 
must counsel the employee with regard to accepting 
a short-term loss (i.e., the job) in return for a long- 
term benefit. To place a man in a job where he 
would be a hazard to himself or to others, might 
aggravate his disability by occupational injury or 
disease. He would suffer disabling consequences 
which might affect his economic security later in 
life, and that, in turn, would affect the welfare of 
his family and community. 

On the other hand, by seeking employment in 
another, more suitable form of work, he will be 
better able to control his physical defect with the 
assistance of his private physician and will feel 
more secure in a job which he is physically able to 
perform with ease. 

The periodic or annual physical examination is 
another important preventive measure in an indus- 
trial medical program which yields many benefits to 
the employee, the employer and to the community. 
Its purpose is to counsel the employee throughout 
his working career, to assist him to improve and 
maintain good health. It is also a measure to safe- 
guard the health and safety of others, and to dis- 
cover and control the effects of possible unhealthful 
exposures in the working environment. 

The periodic physical examination consists of: 

1. Recording a complete medical history in addi- 
tion to the health questionnaire filled out by 
examinee. 

2. Doing a routine evaluation of the various sys- 
tems of the body which may include sufficient 
laboratory procedures to intelligently advise the 
employee as to the need for treatment by his private 
physician. 

These examinations yield but few temporary 
losses of position or income to employees. Only a 
small percentage of employees (fewer than 5 per 
cent), with certain disabilities of a temporary or 
permanent nature, suffer temporary or permanent 
economic losses in reassignments, lack of promo- 
tion, or termination, because of physical condition. 


GP © Volume IX, Number 6 


= 
j 


On the other hand, all employees benefit from 
being apprised of physical defects early and, in 
most instances, before irreparable damage has been 
done. In preventing serious prolonged disability by 
this means, in most cases we keep the employee on 
the job at an optimal level of efficiency. He does not 
use up all of his sick leave, and he suffers little or no 
economic loss which would affect his family and 
community. 

In effect, where these periodic examinations are 
concerned, we are operating a well-adult clinic 
where sufficient diagnostic study is made for the 
purpose of convincing the employee he does or does 
not require medical care. These examinations may 
disclose, for example, early cancerous and pre- 
cancerous lesions, communicable diseases, early 
diabetes, overweight, coronary insufficiency, or 
early hypertension. By doing a limited amount of 
preliminary laboratory study, we frequently are able 
to convince employees that they should go to their 
private physician. Some might otherwise delay such 
a visit for months or years. The physician in indus- 
try, therefore, benefits his employer and the com- 
munity by keeping the maximum number of workers 
functioning at an optimum level of efficiency. He 
guides the employee into acceptance and correction 
of defects, and this is a major benefit to employees. 
He guides the employee, through examinations, 
toward use of the talents of private practitioners in 
his community to maintain his health. 

The private physician benefits from more fre- 
quent contact with his patients and at a time when 
he is in a position, in many instances, through 
curative medicine, to prevent serious disability. 
Approximately 50 per cent of our employees who 
are examined each year are found to have defects 
requiring correction and are referred to their pri- 
vate physicians or dentists. This phase of industrial 
medicine can properly be called preventive, con- 
structive, educative, and/or anticipatory medicine. 
This is in contradistinction to curative medicine 
which is the primary responsibility of private 
practitioners. 

Let me inject here a few words concerning ethical 
referrals from an industrial medical department. In 
directing these employees to outside medical care 
it is our policy to avoid referrals to a small or limited 
group of physicians. If they have no family physi- 
cian we suggest the names of at least three qualified 
physicians, located conveniently to the employee’s 
place of residence. The employee makes the choice 
of one of these three names, taken from the direc- 
tory of the local medical society. 


The part-time plant physician is often in a diffi- 
cult position in protecting relationships with col- 
leagues in private practice. How he handles these 
relationships depends on his individual capacity, by 
personal endowment, always to be circumspect and 
show good judgment in accepting private patients 
from among those employees that find their way to 
his private office when he is off duty from the plant. 
He must observe the same code of ethics at the 
plant as required in private practice. Our part-time 
physicians are cautioned on this and we keep a 
watchful eye on referrals from the plant. 


Employees Must Be Checked After Illness 


Another important function of the industrial 
physician is the evaluation of the physical condition 
of employees returning to work after illnesses. 
These examinations clearly benefit the employee, 
the company, and the private physician. The pri- 
vate physician, by virtue of patient-physician rela- 
tionship, is properly a champion and advocate of 
his patient’s welfare. However, in cases of short 
term illnesses of his patients, he is frequently called 
on to certify their disability at a time when they 
have recovered and present no objective findings on 
which to validate the illness. In many situations the 
private physician must face one of several possibili- 
ties: an irate patient; loss of the patient’s confi- 
dence; or unwittingly becoming a partner to some 
unjustified claim of illness. In some cases the certifi- 
cation of personal illness by a private physician is 
expected by the patient on the basis of economic 
rather than strictly medical factors. 

We look, however, with equanimity upon matters 
concerning the certification of illness. We have 
found that in the majority of questionable cases; 
personal contact with the private physician explains 
and justifies many situations which are not justified 
on paper. I need not emphasize that “rubber 
stamp” certifications by private physicians are not 
only harmful to morale, but also make no contribu- 
tion to the worker’s mental health. There are some 


“Approximately 50 per cent of our employees 
who are examined each year are found to have defects requiring correction, 
and are referred to their private physicians." 
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cases where we must recognize, “the adult version 
of the boyhood headache which allows baseball on 
Saturday but prevents church on Sunday.” Close 
co-operation with industrial physicians can help to 
maintain smooth patient relationships for private 
practitioners in these difficult situations. 

A plant physician frequently examines a work- 
man returning to the job after a serious illness. 
Some of these cases involve conditions such as 
coronary disease and cerebral accident, and patients 
may ask to be returned to work by private physicians 
prematurely because of economic factors which may 
outweigh medical considerations. In such instances, 
the plant physician should have the final responsi- 
bility for determining the patient’s physical limita- 
tions as they relate to his placement on the job. 
The plant physician is in a better position to under- 
stand the job requirements, working conditions, or 
occupational hazards in a given plant. He is also 
aware of the number of light duty or modified duty 
jobs available, and can discuss with the Industrial 
Relations Department placement possibilities for 
the employee. We feel that this arrangement is a 
benefit to the employee in the prevention of further 


aggravation of his disability. It is also a protection | 


to the company from the standpoint of occupational 
aggravation of a pre-existing disability. 

In such instances the plant physician may con- 
tact the private physician and furnish necessary 
information on job requirements, working condi- 
tions, or occupational hazards. The private physi- 
cian is then in a better position to discuss with his 
patient the need for further treatment and observa- 
tion before returning to work. On the whole, we 
have found that this procedure establishes good 
relations with physicians in the community and 
strengthens the physician-patient relationship. 

The benefits of our physical examination pro- 
gram at the plant level should be compared with the 
benefits derived from allowing the employee to ob- 
tain a physical examination for employment or 
other purposes from a private physician of his own 
choice. Performing industrial physical examinations 
can place a private physician in an unfair position. 
The employee in reporting to his private physician 
naturally expects to obtain an opinion which will 
support his desire to gain employment. Few private 
physicians have the time to devote to industrial 
physical examinations. In many instances, not 
knowing all the working conditions at the plant, 
they will rely entirely on the statement of patients 
regarding requirements of the job. On one hand the 
private physician wishes to protect his relationship 


with the patient, and on the other hand he does nv 
wish to certify or recommend the patient for a jo) 
where he will be a hazard to himself or others. Whe. 
I was in private practice I was very happy to tur: 
such matters over to a physician designated by « 
company. If I questioned the diagnosis of a com- 
pany physician I did not hesitate to contact him and 
discuss the matter with him. On the other hand, | 
felt that it was fitting and proper that he should take 
the final responsibility with regard to job placement. 


Medical Department in Labor Relations 


Occasionally a decision of the Medical Depart- 
ment, as a result of a physical examination, becomes 
a labor relations matter. We have found that these 
situations can be resolved amicably by a frank dis- 
cussion between the plant physician and union rep- 
resentatives. Such approaches to the Medical De- 
partment are made through proper Industrial Rela- 
tions channels. Unions will, on occasion, present 
medical evidence from the employee’s private physi- 
cian. Such evidence sometimes is incomplete. In 
certain of these instances, laboratory or x-ray 
examinations were done at the plant which were not 
performed in the private physician’s office. In some 
instances the practitioner is not familiar with the 
employee’s work or may have a distorted opinion of 
it presented by the employee. In such instances, we 
explain the whole situation to the union representa- 
tive and offer to communicate with the private prac- 
titioner. The medical ethics governing these com- 
munications are the same as between any two pri- 
vate practitioners. If we cannot reach an agreement, 
we will offer the patient an examination by a spe- 
cialist in the particular field of medicine involved. 
On occasion we have changed our opinion regarding 
the diagnosis as a result of a special consultation. 
Once the diagnosis is established, however, the 
plant physician’s opinion is final in regard to the 
question of physical limitations as they relate to 
placement in the job. 

You can see we have a situation on physical 
examinations in industry where there can be a valid 
interest involving the prospective employee, a 
union, the company, and a private practitioner. An 
important skill that the industrial medical practi- 
tioner brings to his work is the ability to get all of 
these parties to agree. We cannot serve the interest 
of one party to the exclusion of others. 

Let me assure you that an industrial physical 
examination cannot be used as a tool for unjust 
exclusion from employment or to narrow the field 
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of competition in obtaining jobs or job promotion 
within a plant. This is the broad principle which 
must serve the interests of all concerned. However, 
a company has a moral responsibility to new and old 
employees in seeing that they are placed in jobs 
that they can perform efficiently without being a 
hazard to themselves, to others, or to company 
property. Somewhere between these two broad in- 
terests lies the basis for teamwork between the 
industrial physician and his colleagues in private 
practice. Industrial medicine has progressed a long 
way in coming to the realization that we must con- 
sider a man’s abilities rather than his disabilities. 
Our approach to this concept must still be tempered 


by realism and consideration of the employer. 

In most states, the aggravation of a pre-existing 
disease or disability, is compensable under law. We 
must be diligent, therefore, in seeing that persons 
with certain disabilities are not placed in jobs 
where there is the hazard of costly aggravation of 
these disabilities. 


Dr. Luongo is medical director of the General Petroleum 
Corporation at Los Angeles. This is the first of a two-part article 
on the benefits of an industrial medical program, second of 
which will appear in the July GP. This material was originally 
presented by the author in a talk before the Whatcom County 
Medical Society at Bellingham, Washington, and is printed here 
because of its interest to our readers.—PUBLISHER 
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Arms C. McGutnygss, M.D., Dean of the University ‘of Pennsylvania 
Graduate School of Medicine, has been named Clinical Consultant 
for the new Memorial Hospitals of the United Mine Workers’ Wel- 
fare and Retirement Fund. Dr. McGuinness will coordinate medical 
staffing arrangements for the ten hospitals now being erected in 
Kentucky, West Virginia, and Virginia, to serve the miners, their 
families, and the public of those areas. He will also act as specialist 
consultant for the hospitals and assist in studies of services ren- 
dered to beneficiaries. According to Dr. Fred D. Mott, medical ad- 
ministrator for the Memorial Association, Dr. McGuinness will 
assume primary responsibility for developing medical staffs, in- 
cluding internships and residencies. He will supervise a continuing 
program of medical educational activities for physicians serving in 
the hospitals and, in co-operation with the Fund’s area medical 
administrators, for other physicians serving beneficiaries. 

Dr. Warren F. Draper, the Fund’s Executive Medical Officer, 
states that choice of Dr. McGuinness for this key post was based on 
his outstanding qualifications in the fields of clinical medicine, medi- 
cal administration, medical education, and professional relation- 
ships. He will assume his new duties about August 1. 

Dr. McGuinness is an eminent pediatrician whose researches have 
led to important measures for control of disease. During the war he 
was assigned to conduct field studies of ailments causing huge lost 
time tolls among Army trainees. He has also made studies of ata- 
brine in treatment of malaria, and in Europe surveyed diphtheria 
outbreaks among civilian and military populations. He has been 
associated with the medical faculty of the University of Pennsylvania 
since 1934. 

A graduate of Princeton University and the College of Physicians 
and Surgeons of Columbia University, Dr. McGuinness has also 


_ been Director of the Children’s Hospital of Philadelphia and served 


in the United States Army Medical Corps during the war, with the 
rank of Lieutenant Colonel. He was awarded the Legion of Merit 
for his wartime services. Dr. McGuinness holds memberships in 
numerous medical organizations. 
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The Evolution of Major Medical Expense Insurance 


BY RALEIGH E. ROSS 


APPROXIMATELY one million persons in America 
have some form of hospitalization insurance. More 
than three-fourths of this covered group also have 
surgical benefits. Most of these policies give very 
welcome help (in some cases paying all expenses) 
where the illness or accident does not result in 
too protracted a stay in the hospital. 

Largely to cover the very serious (and expensive 
cases) a policy which has been referred to as “Major 
In-Hospital Expense Insurance” or “disaster in- 
surance” was offered by several companies more 
than two years ago. 

For the first time, in this class of policy, a de- 
ductible amount was incorporated, usually $100, 
or $300, or $500. The insurance company agreed 
to pay three-fourths of all hospital and surgical 
expense above the deductible sum, and up to a 


specified maximum, usually $2500, or $5000. An: 


exception to the three-fourths was the hospital 
room of which all the cost was covered in a $2500 
policy, up to $10 a day, and in a $5000 policy up 
to $15 a day. 

These policies found quick acceptance, and 
worked out excellently in practice for many who 
carried them. For example, one company gives the 
following record of recent claims. 


Claim Amount Premium Paid to 
Paid Date of Claim 


Tuberculosis $3297.45 $102.39 
Coronary Thrombosis 2485.31 350.00 
Polio 3668.40 250.00 
Cancer 4799.00 350.00 
Car Accident 3796.52 45.94 


Here are more actual cases taken from the com- 
pany’s files, but with the names changed: 


George Brown—Heart Condition 
St. Mary’s Hospital—60 days’ confinement 


Bills 
Hospital Room & Board $ 660.00 
Heart Specialist 1160.00 
Miscellaneous Hospital Charges 381.60 
Private Duty Nurses 1944.08 


Total $4145.68 


Jack Week’s Wife (Helen)—Cancer 
St. Joseph’s Hospital—63 days’ confinement 


Bills 
Hospital Room & Board $ 945.00 
Surgical Fees 1500.00 
Medical Consultant Fee 395.00 
Miscellaneous Hospital Charges 795.05 
Private Duty Nurses 1814.83 


Total $5449.88 


Jim Joseph’s Wife (Mary)—Car Accident 
General Hospital—51 days’ confinement 


Bills 
Hospital Room & Board $ 826.50 
Surgical Fees 1000.00 
Miscellaneous Hospital Charges 152.50 
Private Duty Nurses 968.00 


Total $2947.00 
Ben Rogers’ Son (John)—Polio 
Children’s Hospital—196 days’ confinement 


Bills 
Hospital Room & Board $1567.94 
Doctor and Medical Consultants 625.00 
Miscellaneous Hospital Charges 771.73 
Private Duty Nurses 1714.30 
Total $4678.97 


The need for catastrophe coverage, when cases 
like the above occur, is_certainly evident. What 
have two years of experience taught the three or 
four companies who started this type of protection? 

One of these companies is no longer offering it; a 
second company has raised its premium rates sub- 
stantially. A third company—and this we will con- 
sider in detail—is now offering a broader coverage 
and increasing the maximum amount to $7500! 

This policy was introduced in January of 1954. It 
is offered with a $500 deductible only, and further 
sales of the old Major In-Hospital forms have been 
discontinued by this company. Insureds having the 
old policies can continue them, if they choose. Or 
they may change to the new policy, if they are in 
good health. 


New Policy Protects Without Hospitalization 


This new disaster policy is called Major Medical 
Expense’ because hospital confinement is not neces- 
sary in order to establish a claim. It is issued 
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through age 60 (nearest birthday). Protection ceases 
for each person at the end of the period of coverage 
in which his 65th birthday occurs. 

The policy is for individuals, or for families. 
Under a family policy, unmarried children are 
covered to age 18. New-born children are auto- 
matically protected from the moment of birth. 

Here is an actual case from the company’s files 
that points up the necessity of this increased cover- 
age. This insured had one of the Major In-Hospital 
Policies issued January 14, 1953. 

Policyholder developed pneumonia with severe 
complications on March 31, 1953 . . . only 76 days 
later was admitted to the hospital with the following 
consequences. He was in the hospital for a series of 
operations: 


March 31, 1953 to June 2, 1953. 

June 22, 1953 to June 28, 1953. 

August 25, 1953 to August 26, 1953. 
September 28, 1953 to October 17, 1953. 


The cost was: 


For the hospitals 

For the surgeons 

For the medical consultant 
Miscellaneous hospital charges 
For private nurses 


$1336.00 
1825.00 
1831.00 
2003.75 
233.00 


Total $7228.75 


Family Expenses Can Be Combined 


There is a common accident provision in each 
family policy. This provides that if more than one 
covered member is injured in the same accident, 
the expenses are combined and the $500 deductible 
is applied only once, while the $7500 benefits are 
available to each individual. 


The costs covered by this policy are listed: 

Physician’s charges. 

Charges for private duty nursing by registered nurses. 

Hospital charges for room and board. 

Surgeons’ fees for operations. 

Hospital charges for medical supplies and other serv- 
ices, such as operating room, anesthesia, laboratory, 
drugs and medicines. 

Laboratory tests. 

Local ambulance service. 

Artificial limbs or eyes. 

Casts, splints, trusses, braces, or crutches. 

Oxygen and the rental of equipment for its administration. 

Rental of wheel chair, a hospital-type bed, or iron lung. 

X-ray services. 

Physiotherapy. : 

The use of radium and radioactive isotopes. 

Exceptions are as follows: 

If the services are not recommended by a legally qualified 
physician. 

If Workmen’s Compensation is payable. 

(Continued on page 118) 


Case History 
Car Accident—Concussion, Injury to Pelvis and Vertebra. Expenses incurred at home and during 100 days of hospital 


confinement. 


Medical Services 


Usual Type 
Hospital & Surgical 
Plan Allowance 


Charges Covered 
Under Major Medical 
Expense Policy 


Hospital Room ¢ Board 

Medical Consultant 

Surgeon’s Fee 

Miscellaneous Charges 

Drugs Purchased While at Home 
Private Duty Nurses 


$ 840.00 


300.00 
250.00 


$4985.00 


; Less Benefits from Usual Plan 


1390.00 


Less Deductible 500.00 


Remaining Charges 
; Less Benefits from Major Medical Expense Policy 


$3595.00 
3330.00 


$4440.00 
X75% 


_ Uninsured Charges $ 265.00 


Benefits from Major Medical $3330.00 
Expense Policy 


in this example the benefits of the usual type hospital and surgical plan were assumed to be a daily hospital room and 
board benefit of $12 for a maximum period of 70 days, an allowance up to $250.00 for other hospital charges and a schedule 
of surgical fee allowances up to a maximum of $300.00. 
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Change 
$2000.00 $2000.00 | 

100.00 — 100.00 

1000.00 1000.00 

400.00 400.00 

45.00 

1440.00 1440.00 

Totals $1390.00 $4940.00 
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For confinement in a federal hospital. 

For treatment of nervous or mental conditions. 

For a person who is a member of the military, naval, or 
air force of any country. ° 

For injuries resulting from war. 

For cosmetic surgery, unless caused by accidental injury 
after the effective date of coverage or by congenital 
anomaly in a child born after the effective date of the 


policy. 

For dentistry or dental X-rays, except as required because 
of accidental injury to sound, natural teeth after the 
effective date of coverage. 

For eye refractions, eye glasses, hearing aids or fitting. 

For transportation, except for local ambulance service. 

For drugs and medicines which are purchased for use 
while not confined in the hospital. 


There must be a starting point for such policies. 
The In-Hospital usually starts when the patient 
enters the hospital—with perhaps some credit for 
a period before entrance, and a_post-hospital 
period. Major Medical Expense, since it does not 
require hospital confinement, specifies the qualify- 
ing term as a 60-day period in which covered costs 
are greater than $500. Benefits continue, for the 
same accident or illness, for a full year from the 
beginning of the 60-day period—beyond a year if 
the insured is still confined to the hospital. 

How this new policy supplements existing in- 
surance of the older (and more usual type) may 
well be illustrated by the accident case charted as 


indicated in the table at the bottom of page 117. 


With only the usual type hospital and surgical ex- 
pense plan, the insured would have had in this case 
remaining expenses of $3595.00 to pay from funds 
which most likely would not be available. With the 
Major Medical Expense Policy this balance is only 
$265.00—an amount conveniently payable from per- 
sonal resources. 


A further difference between the Major In-Ho.- 
pital policies of the past two years and the prese::: 
Major Medical Expense Policy is in the method « 
figuring premiums. The old policies were issuc«! 
to applicants up to age 55—and whether an appii- 
cant was 25 or 50, the same premium was charge. 
The new policy is issued to age 60, and premiums 
are based strictly on age at nearest birthday—just 
as life insurance premiums are. 

Here are some sample annual rates: 

Man, age 25 $31.74 

Woman, age 25 40.33 


Man, age 50 53.69 
Woman, age 50 64.61 


Or, for a family: 
Husband, age 35 
Wife, age 33 (same policy) 


Total $71.43 


For coverage of one or more children under the 
family policy, $20 is added to the annual premium. 

Such reasonable rates are made possible only by 
the $500 deductible feature, eliminating smaller 
claims; and the “‘co-insurance” feature whereby 
the insurance company pays 75 per cent of the 
covered charges in excess of the deductible. 

That the American people are becoming unprec- 
edentedly health conscious is revealed in recent fig- 
ures showing that tiree out of five persons in the Uni- 
ted States are now covered by hospitalization insur- 
ance, a statistic undreamed of twenty years ago. 
About 73 million carry insurance against costs of 
surgery, and 36 million against medical expense. 

Yes, time marches on, and brings with it im- 
proved opportunities of major medical expense 
coverage, for the millions who should welcome 
such broadened protection. 


$38.22 
33.21 


HERE'S 
A HELPFUL HINT 


For Evaluating Pelvic Complaints 


A VALUABLE, frequently neglected procedure is digital vaginal exam- 
ination with the patient standing. She bears her weight on her right 
foot and places her left foot on a low platform, and the examiner sits 


a facing her right hip and examines with his right index finger while 


she strains, for uterine prolapse, cystocele, rectocele, uterine tender- 
uess, and retroversion. The diagnosis of third degree retroversion 
while the patient is lying down is often erroneous, since frequently 
when she stands the uterus rises into a more vertical position. When 
it is really seriously retroverted, it descends still farther backward 
and downward with the patient standing, and backache and bearing 
down sensations may result.—J. W. Visher, M.D., Evansville, Indiana 
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“Participation in community projects is stimulating and has great rewards 
for those who become part of such projects.” 


Community Projects and the General Practitioner 


BY ARTHUR S. HAINES, M.D. 


THE SUCCESSFUL PHYSICIAN is a busy person. Care 
of his patients, reading of current medical litera- 
ture, and attendance at meetings for physicians 
require the greatest part of his day. Yet, as is often 
said, if you want something done, ask a busy man 
to do it. Being too busy should not, therefore, be 
the physician’s answer when he is asked to partici- 
pate in a program affecting his community. 

Participation in community projects is stimulat- 
ing and has great rewards for those who become 
part of them. The physician should be selective in 
choosing only those projects in which he can be- 
come vitally interested and to whose progress he 
thinks he can contribute. It is recommended that 
some limitation be placed on one’s activity so ade- 
quate time and talent can be given to it. 

Today the physician in every community should 
ask himself these questions: What is the condition 
of the world in which I find myself? What is my 
place in it? What should be my attitude toward it? 

The world today is a world of busy people. It is a 
world of great activity and progress. It is a world 
where one can not live unto himself alone. The 
radio, the airplane, atomic energy have blended 
themselves into a force which brings dependence of 
individuals one upon the other, of nations one upon 
the other. This is not a static world but rather a 
world where one must constantly survey his posi- 
tion. The physician must realize that he can not 
occupy an isolated position but, rather, that his 
very existence is tied in with the activities of all the 
people of his community. He is, first, a citizen. 

Accepting this situation of interdependence, 
what, then, should we as general practitioners do 
about it? Our educational background, our spirit of 
sincere service to mankind, our devotion to the 
principles of good medical practice, should, in 
themselves, dictate to us our responsibilities toward 
the community in which we liye. They should mo- 
tivate us to give more than an encouraging word to 
those engaged in worth-while community projects. 
We should be willing and ready to participate in 
the work of such projects ourselves. We have 
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learned, through our experiences in the practice of 
medicine, to analyze and to make decisions. These 
abilities are extremely valuable. 

In general, community projects may be divided 
into two classes. The first is association of local 
groups at given times for the purpose of securing 
funds to advance a cause on a national level. The 
second is organization of local groups for the pur- 
pose of advancing a project which has its entire in- 
terest and effect upon the local community and the 
area immediately surrounding. All these groups are 
looking to the future. 

Among local projects, some will have greater 
appeal than others to the general practitioner as a 
citizen. Most of these projects have to do with 
arresting delinquency, building strong bodies, pro- 
ducing lessons in good sportsmanship, teaching co- 
operation, and restoring health. 

In connection with restoring health, our hospitals 
should and must attract the interest of all physi- 
cians. Some hospitals are sectarian, some are com- 
munity supported and non-sectarian, but our inter- 
est should be great in both. For example, if a new 
hospital, or an addition to a hospital, is a proven 
need in a community, the opinion of physicians will 
be sought from the outset. Once having agreed to 
the need, it is then imperative that the physician 
give himself wholeheartedly to forwarding the proj- 
ect. He can direct attention to individuals who can 
give money and time to furtherance of the cause. 
He can advise as to which national organizations 
are in a position to give helpful suggestions on the 
mechanics of organization. He can demonstrate 
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that a hospital is a partnership where the Govern- 
ing Board establishes policies and provides the 
physical plant and where the physicians supply the 
professional knowledge and skill and are responsi- 
ble for placing patients in the beds. The adminis- 
trator becomes the co-ordinator of all policies and 
is vital to the success of the hospital. 

There is a great need for better understanding 
by physicians of the problems with which hospital 
Governing Boards must contend. A few physicians, 
carefully chosen, should be valuable additions to 
Governing Boards. Their presence at meetings 
makes it possible to evaluate more accurately and 
completely some of the problems before the board 
for consideration. Their opinions, together with the 
opinions of other members should make possible 


formation of the very best policies. There are times 
when the administrator needs interpretation of th: 
physician in order to make for clearer understand 

ing of certain problems. Likewise, the professiona' 
staff will be better informed by physician member: 
of the Board and will thus be in a position to so co- 
operate with management that sounder policies cai: 
create a more efficiently operated hospital. 

It is good to remember always that physicians arc 
citizens, that they possess qualities others do not. 
that they have as basis for all their efforts a spirit of 
service to mankind. Their contribution of self to 
community projects can demonstrate unselfish in- 
terest in all people of whatever color, creed or race. 

As general practitioners, let us remember that in 
proportion as we give, we shall receive. 


A PRACTICAL TIP FOR BUSY DOCTORS... 


New Relief for Stuffed Heads 


THE same sort of air cleaner used to maintain a 
dust-free, sterile atmosphere by large pharmaceu- 
tical companies is now available in a practical, room- 
sized unit for use in homes, offices and clinics. 

It’s Raytheon’s “Micronaire” electrostatic air 
cleaner, so named because of its ability to screen out 
microscopic particles from the air in a room. Field 
testing has been carried out for several months with 
the help of physicians and allergy sufferers at home 
and in hospitals, and the company states it has an 
impressive collection of data supporting the effec- 
tiveness of the machine in relieving symptoms of hay 
fever and asthma. 

Principle of the device is not new. It harnesses 
static electricity to strain out smoke, pollen, dust, 
lint, even many types of germs, trapping them in the 
electrically charged parts of the machine’s filtering 
unit. The Micronaire cleaner uses approximately 
the same amount of current as a 40-watt electric 
light bulb. Its construction is declared to be simple 
and easy to service. Air is drawn into the machine 
by a motor-driven fan, and is passed over a series of 
closely-spaced metal plates. Alternate plates are 


electrically charged with the static force that makes 
the plate act as a magnet for dust and other impuri- 
ties in the air. As the air rushes between the plates, 
the airborne particles are attracted to the plates and 
cling there. After a few weeks, the unit containing 
these plates can be removed in one piece and washed. 

According to the Raytheon company, patients 
who have experienced such difficulty in breathing 
that sleep was impossible during the ragweed season 
have been supplied with Micronaire units for their 
bedrooms. In nearly all cases, after the machine was 
operated for 20 minutes to half an hour, the room 
became a haven of relief. Patients enjoyed sound, 
restful sleep while the device was in operation, and 
also reported a feeling of well-being that carried 
over into the following day. The machine is not to 
be considered as a cure for allergies, but as an 
efficient, reliable device for obtaining relief from the 
symptoms of many inhalant allergies. 

The Micronaire unit weighs 60 pounds, and is 
mounted on casters for easy wheeling from room to 
room. It is 30 inches high, 15 inches wide and deep. 
No installation is required. The machine is plugged 
into a wall outlet and operated like a small radio. 
Production has begun and is expected to reach mass 
volume by early fall. Raytheon hopes to keep the 
price “under $250,” and announces that it is being 
sold through 175 medical supply houses. It has been 
accepted for advertising by the A.M.A. and will be 
shown this June at A.M.A.’s annual meeting. 

The Raytheon Manufacturing Company is located 
at Waltham 54, Massachusetts. 


Raytheon's new Micronaire electrostatic dune promises 
untroubled sleep for allergy patients. 
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Communists Alter the Professions 


PuysIcIANs in Poland are being priced out of private 
practice by the interesting device of being forced to 
set their prices too high rather than too low. This 
is the statement of Dr. Marek Korowicz, longtime 
Polish expert on international law, who recently es- 
caped to freedom in the United States. Writing in 
a recent issue of a national magazine, Dr. Korowicz 
says that a physician engaging in private practice 
must charge six dollars for the first visit, far more 
than the Polish people can afford. In addition, the 
private practitioner is placed in a special rent 
category. For enough office space to handle his 
patients, he pays around $180 a month, a price 
fantastically high in Poland. In addition, he is the 
subject of frequent inquiries by tax authorities. 
“As a result, there are probably only five or ten 
strictly private practitioners left in Poland,” says 
Dr. Korowicz. “The rest of Poland’s doctors all 
work six hours a day and six days a week in govern- 
ment clinics or health insurance offices. They work 
on an assembly-line basis, seeing hundreds of 
patients each day, rushing them through as fast as 
possible, winding up with their heads swimming.” 
On this basis, the government allows them to 
treat private patients after hours, the tax people 
leave them alone, and a private office costs only 
twelve dollars a month instead of $180, according 
to Dr. Korowicz. 
Although the Communists have gone all out to 
increase the number of young engineers to speed 
up industrial production, young doctors to keep 
the Communist manpower alive, and young econo- 
mists to plan their perfect state, and have set 
up four new schools of higher economics, five new 
medical schools, and seven new engineering schools, 
university students have a real struggle. The 
government subsidy under which 70 per cent 
attend is merely a food allowance of $26 a month 
the first year, and $36 a month in succeeding years. 
In all Polish cities, the housing shortage is so acute, 
says Dr. Korowicz, that the People’s government 
has been able to provide rooms for only one student 
in twelve in government operated rooming houses 
where the rent is very cheap. The others must live 
as they can, usually paying exorbitant rates. 
“Only about 10 per cent of the students are 
Communists, but they exercise influence far be- 
‘ond their numbers. They are the chosen.” 
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“Polish physicians work six hours a day, six days a week, 
in government clinics, on an assembly-line basis, 


seeing hundreds of patients daily.” 


All the professions have been re-aligned, their 
standards lowered, and their relation to the com- 
munity altered, says the emigre author, adding that 
what is true of Poland is also true of other non- 
Russian countries behind the Iron Curtain. Law- 
yers were attacked in a manner opposite to that 
used on the doctors. Beginning in 1949, the govern- 
ment began squeezing them by setting up a schedule 
of standard fees at ridiculously low levels. Unable 
to get along on such income, the lawyers began to 
charge more on an under-the-table basis. Two years 
ago the government decreed that all lawyers must 
be organized into co-operatives. As a result, the 
teaching of law has been drastically reduced, with 
only 210 students enrolled this year at one big 
university that formerly enrolled 2,000 a year. 

**Theoretically, Communism is the leveler of all 
classes; actually there is a rigid caste system in 
Poland,” writes Dr. Korowicz. “The new Polish 
aristocrats, living far better than anyone else, are 
the Communist high officials. Next come their 
biographers and apologists, the people who write 
for the Communist papers and journals. After a 
wide gap, come the engineers, needed for Com- 
munism’s heavy industry, and then the physicians. 
Below this level are the teachers, the minor govern- 
ment officials, the salaried employees of industry, 
and, finally, the workers.” 

The revolution of the proletariat has left that 
very group on the bottom of the heap! 


> 
| 
y=) 
FY 10 | \ 
121 


Trends and Events in the Nation’s Capital 


Nation’s Health a Potent Political Issue 


Tue 1954 session of Congress has amply demon- 
strated that national health has evolved into a very 
real political issue. As such, it promises to be a 
feature attraction in many of the state election 
campaigns this fall. 

There is a trace of the paradoxical in the fact that 
Congress has been paying so much attention to 
problems of medical economics at a time when 
pressures for compulsory national health insurance 
have been reduced to a barely perceptible throb. 
Further anomaly exists in the Federal lawmakers’ 
reluctance to pass any broad legislation in this 
field, notwithstanding their increasing preoccupa- 
tion with the subject. 

What it all seems to boil down to is this: Repub- 
licans and Democrats alike appear to be convinced 
that the American public wants them to “do 
something” about lightening the burden of medical 
expenses. But the question is, What? Through 
Federal reinsurance of voluntary health care plans, 
as suggested by President Eisenhower? Through 
outright subsidies of these plans? Through govern- 
ment financial aid to the states for medical care of 
the indigent, with no intercession by Washington as 
far as the needs of wage-earners are concerned? 
There is no easy answer. 

Senate and House members now preparing their 
reelection campaigns hope to learn the answer after 
adjournment of Congress permits them to return 
home and start taking soundings. During the past 
several months, their mail has been heavy with 
letters supporting and opposing the various plans 
that have been advanced but the experienced office 
holder knows there is no substitute for personal 
mixing with his constituents and collecting their 
views on the spot. 


May Alter Allocation of State Health Grants 


The House recently passed an Administration- 
sponsored bill permitting the Department of 
Health, Education and Welfare to modernize the 
system of allocating public health grants to the 
states. A few weeks previously it had passed a bill 
for expanding Federal participation in financing 
construction of nonprofit hospitals. Senate action 
on these measures was scheduled for later dates. 
Observers regard both of these legislative items as 
steps in the right direction but, from the political 
point of view, as developments of comparative un- 
importance. 

Neither of these accomplishments—assuming 
that they get by Senate and are enacted into law— 
packs a vote-getting wallop, it is pointed out on 
Capitol Hill. And again this fall, as in every even 
year when all 435 House seats and one-third of the 
Senate seats are at stake, candidates will be looking 
for popular causes and will gaze with understand- 
able indifference upon schemes whose possible 
good points are hard to visualize and even more 
difficult to explain. 

Of course, Congress won’t adjourn for another 
several weeks and it is possible that the majority 
leadership—with impetus from the White House— 
may succeed in having passed a medical care bill 
that would be a genuine political asset. But the 
press of even more urgent legislation militates 
against such a possibility. At this stage, it would 
seem that climactic action will go over for the 84th 
Congress that convenes in January, with the sub- 
ject obtaining a liberal airing in the Congressional 
elections a few months hence. 

Meantime, the White House still hopes for pass- 
age of legislation dealing with medical care benefits 
for dependents of servicemen and for Federal em- 
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ployes but there have been many delays in drafting 
the plans. In these two categories, the prospective 
beneficiaries total in the neighborhood of seven 
million persons. 


Set Up Special Investigating Group 


A significant development, in this area of govern- 
ment activity, was the recent appointment of a 
special committee to investigate the formidable 
ramifications of medical care under Federal auspices. 
It is a unit of the medical task force which was set 
up by the Hoover Commission on reorganization 
of Federal agencies. Over the years, there has been 
a steady increase of government responsibility for 
direct medical services and it will be the commit- 
tee’s task to recommend measures by which exer- 
cise of this statutory function may be improved. 

Monsignor Donald A. McGowan is chairman of 
the group. He heads the hospitals bureau of Na- 
tional Catholic Welfare Conference. Other mem- 
bers are Dr. H. B. Mulholland, of AMA’s Council 
on Medical Services; Jay Ketchum and E. A. 


vanSteenwyk, authorities on Blue Shield and Blue 


Rt. Rev. Msgr. D. A. McGowan 


Dr. H. B. Mulholland 


Cross coverage, respectively, and C. Manton Eddy, 
of Connecticut General Life Insurance Co. 

The committee’s particular job is to determine 
the feasibility of utilizing the medium of voluntary 
insurance for fulfillment of Federal responsibilities 
to its “medical wards.” When it is realized that 
millions of men, women and children fall within 
that class—war veterans, servicemen’s dependents, 
merchant seamen, Indians and others, not over- 
looking members of the armed forces, the impor- 
tance of this new investigation is obvious. Although 
there is no intention of tampering with military 
responsibility for care of uniformed personnel, the 
possible extension eventually of government-fi- 
nanced insurance coverage to civilian beneficiaries 
conjures up a world of speculation. 


Many Puzzling Questions Remain 


Since the result—if not the basic intent—would 
be to shift direct medical and hospital care out of 
the Federal domain and into the hands of private 
practitioners and nongovernmental institutions, 
would these resources be numerically sufficient to 
handle the load? What about the supply of physi- 
cians? Would Federal stimulus be required to in- 
crease the number of graduates by providing 
scholarships or subsidizing the schools? Would in- 
surance coverage of these millions of beneficiaries, 
which seems on its face to be the antithesis of 
government medicine, actually be a step in that 
direction by injecting Washington so intimately 
into the insurance mechanism ? 

These are questions puzzling the Capital’s policy 
makers and legislators today. If there is a consoling 
thought, it is that so far no one has appeared on 
the scene who presumes to know all the answers. 


“Too much, Harrison . . . 
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Critical Reviews of Robert B. Greenblatt’s 
Office Endocrinology—4th Edition 


nadi : standard textbooks. This author commands a pleasant and readable style, 
Ca 4 —_ Medical which makes the book attractive as well as informative. His judicious ae. 
Association tion of salient and important points from the maze of endocrinological 
Journal literature gives the reader fundamentally sound information, which he 
can follow and apply with benefit in his clinical practice.” 


‘‘Although the scope of the subject matter is rather broad, the author does 
P a creditable job in condensing much information into the single volume 

American of 545 pages. Each chapter contains an adequate bibliography so that 
Practitioner sources of more detailed information can be obtained by any reader. This 
volume will, no doubt, continue to be a very popular addition to the 
reference shelf of many practitioners.” 


s “The material is presented from a clinical rather than an experimental 
Archives of point of view. Among the topics covered are discussions of — endo- 
Physical Medicine crinology including the pituitary, thyroid, parathyroids and adrenal glands. 
and Special sections cover female endocrinology and male endocrinology. Of 
Rehabili special value are the sections covering the use of endocrine, pharmacologic 
ehabuitation preparations, and diagnostic tests.” 


“After reviewing this excellent book, one comes to the gratifying conclu- 
a sion that the author is a confirmed clinical optimist. Almost all the 
Fertility and ordinary, and many of the extraordinary, patterns of endocrinology are 
Sterility discussed, and, for each, one can find some form of therapy suggested 
which may produce desirable results or which at the least has been found 

to be the most effective to date.” 


“The physician who reads this manual will probably prescribe hormones 
The less frequently but more judiciously than heretofore. Every practicirg 

Journal- Lancet hysician will welcome this book from a reliable source as a guide to 

tter understanding of such a confusing subject as endocrinology.” 


The characterization and treatment of clini- 
cal endocrinopathies are emphasized in this 
new book by ROBERT B. GREEN- 
BLATT, M.D., Professor of Endocrinol- 
ogy, Medical College of Georgia, Augusta, 


Georgia. 


FOURTH EDITION 


364 illustrations (53 in color) 598 pages 
$10.50, sent on approval 


CHARLES C THOMAS - PUBLISHER - SPRINGFIELD - ILLINOIS 


To order this book print your name and address below and send this page to us. 
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Modern Treatment. A Guide to General Practice. Edited by 
Austin Smith, M.D. and Paul L. Wermer, M.D. Pp. 
1,146. Price, $20.00. Paul B. Hoeber, Inc., New York, 
1953. 


This tome of slightly more than eleven hundred 
pages has contributions from fifty-three authors. Its 
editors preface it with the remark that “a book cannot 
be substituted for bedside observation.” I agree. They 
state further, “The experience of other practitioners 
translated into the written word may often be helpful.” 
With this statement, I also agree. Then they go a step 
further, ““This is especially true if the contributors con- 
fine their practice to specialized subjects in a way which 
permits them to evaluate and select the most practical 
and effective of alternative therapeutic proposals on the 
basis of a concentrated experience.” I would also agree 
with this statement in principle, although in fact it is 
often apparent that when a contributor is given carte 
blanche, he goes far afield. 

Thus it was with some trepidation that I delved into 
this collection of specialized contributions. In my esti- 
mation, the authors have done a laudable work, indeed, 
but they have succeeded in writing it for themselves and 
not for the general practitioner. True, there are many 
things of value in it, but there is also too little in this 
book of genuine help to the general practitioner. 

The items on treatment that the general practitioner 
needs to look up can be found to better advantage else- 
where. —Artuur N. Jay, M.D. 


Triumph of Love. By Leona S. Bruckner. Pp. 213. Price, $3.00. 
Simon and Schuster, New York, 1954. 


The birth of a first son is the crowning joy in family 
life. But for Leona Bruckner and her husband it was 
stark tragedy. For Billy, their second child, was born 
without arms. And the doctor who delivered him called 
him a monstrosity, said he wished he had died. The 
parents, shocked, humiliated, confused, wished so, too, 
and, when he did not, signed him over to an institution, 
rationalizing that his presence in their home would have 
harmful effect upon the family circle, especially upon 
the development of their normal 3-year-old daughter. 

Four years later, Mrs. Bruckner writes here with com- 
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passion, understanding, love, and honesty, of the way in 
which they ultimately faced this challenge, took their 
bright and handsome baby home, and are helping him 
develop and adjust to near-normal life. The parents have 
had strong encouragement and support from the Kes- 
sler Institute for Rehabilitation at West Orange, New 
Jersey, and Mrs. Bruckner pays warm tribute to it and 
to its founder-director, Dr. Harry H. Kessler. She cites 
others who have understood and helped, but she 
chronicles impartially the cruelty endured from both 
unconscious and deliberate reactions of still others. 
Billy Bruckner is just one of half a million physically 
defective children in this country. In most cases, parents 
feel an initial impulse to reject them, later suffer guilt 
because of the early reaction. Since physicians deliver 
such children and must help parents to accept and 
adjust to them, this book has important things to say to 
every medical practitioner. One is that wonderful things 
are being done today for the disabled, if you know 
where to turn. Another is that the acceptance of such a 
challenge, and the helping of a handicapped child, is one 
of the most profoundly moving and _self-rewarding 
experiences life can offer. —Rutu Q. Sun 


Medicine. Vol. |. The Patient and His Disease. 2nd Ed. By 
A. E. Clark-Kennedy, M.D. Pp. 410. Price, $6.00. E. & S. 
Livingstone, Ltd., Edinburgh and London, 1953. 


One can very well sense the aim of this book from the 
opening sentence of the preface of this second edition. 
Here the author specifically states that this treatise at- 
tempts to deal with fundamental principles rather than 
with details of medical practice. For the general phy- 
sician who wishes to obtain that extra enjoyment from 
his daily calling by improving his scope of knowledge 
of the fundamental principles underlying body physi- 
ology, pathology and resultant symptoms, this discus- 
sion certainly has a wealth of well presented and easily 
understood material. 

Since the author declares at the outset his aim to be 
a discussion of fundamental principles, some general 
physicians may immediately conclude that time spent 
in reading this book would not be worth the effort. But 

(Continued on page 127) 
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For the pain, depression and cramps of 


Edrisal*to relieve the cramps 


“The most satisfactory antispas- 
modic for use in spastic dysmenorrhea 


is, in my experience, 
ulfate ...” 
Janney, J.C.: Medical Gynecology, ed. 2, 


Philadelphia, W.B. Saunders Co., 1950, 
p. 365. 


‘Edrisal’ to relieve the pain 


** ‘Edrisal’ was more effective than 
any other analgesic previously used...” 
Wells, R.L.: M. Ann. District of Colum- 
bia 20:360, 1951. 


Edrisal to relieve the depression 


““Mental denression was always re- 
lieved.” 


Hindes, H.J.: Indust. Med. 15:262. 


Each ‘Edrisal’ tablet contains: Benzedrine* Sulfate 
(racemic amphetamine sulfate, S.K.F.), 214 mg.; acetyl- 
salicylic acid, 214 gr. (0.16 Gm.); and phenacetin, 214 
gr. (0.16 Gm.). 

Recommended dose: 2 tablets. 


Smith, Kline & French Laboratories, Philadelphia  xv.M. Reg. US. Pat. Off. 
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(Continued from page 125) 
the material is presented in such manner that the phy- 
sician derives a wealth of practical knowledge, enabling 
him to better understand disease processes and symp- 
toms. It cannot be said that improving one’s knowledge 
in this direction has no practical value. 

Although details of medical practice are not included, 
there are so many references to live clinic material that 
one finds fascinating reading and soon forgets that this 
is supposedly a treatise limited to fundamentals of med- 
icine. Incorporated in this book is an exceptionally fine 
summary at the end of each chapter. This feature adds a 
valuable tool in retaining the information available, and, 
as a condensed reference, it is unsurpassed. This vol- 
ume is 100 per cent chart, illustration and picture free. 
Despite this, style of presentation is very acceptable. 

From this reviewer’s point of view, the book is to be 
recommended as a worth-while addition to the general 
physician’s library. 

—Joseru Linpner, M.D. 


Modern Clinical Psychiatry. 4th Ed. By Arthur P. Noyes, 
M.D. Pp. 592. Price, $4.50. W. B. Saunders Company, 
Philadelphia, 1953. 


This well-written book presents a thorough discussion 
of mental illness. It goes into some detail about the basic 
concepts of psychiatry, bringing out the various schools 
of thought and their influence on present-day thinking. 
Examination of the patient is also discussed. Thereafter 
the book is devoted to rather complete studies of the 
various classifications of psychiatric illness. Case his- 
tories are given to illustrate to the reader the psycho- 
dynamics involved, and also response to therapy. 

Several sections are devoted to a discussion of the 
various methods of treating a patient suffering from a 
mental illness. The advantages and dangers, the indica- 
tions, and techniques of treatment are well pointed out. 
Because of its easy readability and completeness, all 
physicians will profit from its use; however, it is only 
fair to state that it is intended for the use of students of 
psychiatry. 

—Anprew S. Toms, M.D. 


Diagnosis and Localization of Brain Tumors: A Clinical and Ex- 
perimental Study Employing Fluorescent and Radioactive 
Tracer Methods. By George E. Moore, M.D. Pp. 217. 
Price, $10.50. Charles C Thomas, Springfield, IIl., 1954. 


This very interesting monograph deals with the bio- 
physical methods of localization of brain tumors. 

This book is not concerned with diagnosis on the 
basis of clinical neurologic testing and signs and symp- 
toms, nor is it concerned with the standard biophysical 
methods of pneumoencephalography, arteriography, 
and electroencephalography. Dr. Moore has restricted 
the emphasis of this volume to the possibilities of newer 
(Continued on page 129) 
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To relieve more intense 


‘Edrisal* with Codeine 1% gr. 


‘Edrisal with Codeine % gr.’ 


‘Edrisal with Codeine’ is indi- 
cated for the relief of pain 
sufficiently severe to require a 
more potent analgesic action 
than that of ‘Edrisal’ alone. 
Because of the Benzedrinet 
component, ‘Edrisal with Co- 
deine’ provides codeine’s 
proven analgesia without the 
undesirable depressant effects 
that are so often associated 
with codeine therapy. 

Each tablet contains codeine 
sulfate, 14 gr. (32 mg.)—or gr. 
(16 mg.)—plus the ‘Edrisal’ 
formula. 


Smith, Kline & French 


Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. , 
+T.M. Reg. U.S. Pat. Off. for racemic 
amphetamine sulfate, S.K.F. 
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Artane 


HYDROCHLORIDE 
Trihexyphenidyl Hydrochloride Lederle 


FOR MARKED SYMPTOMATIC RELIEF IN PARKINSONISM 


ARTANE is effective in the symptomatic treatment of 
Parkinsonism. It relieves the muscle spasm characteristic 
of the disease, and produces mild cerebral stimulation. 
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types of Parkinsonism—postencephalitic, arterioscle- 
rotic and idiopathic. It is usually well tolerated, and 
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Dosage starts with 1 mg. the first day, gradually in- 
creased, according to response, to 6-12 mg. daily. 
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(Continued from page 127) 
techniques, employing fluorescein and radioactive tracer 
methods. 

The first chapter of the book deals with a review of 
the problems of the blood brain barrier. This is rather 
a short review and is oriented only toward the rest of 
the book. Dr. Moore than takes up the matter of the 
fluorescein techniques. This consists of the injection of 
sodium fluorescein parenterally at least thirty minutes 
before tissues are to be examined. It is Dr. Moore’s 
opinion that when this has failed to be of value in 
others’ hands, usually an inadequate source of ultra- 
violet light has been used. There was guod fluorescence 
developed in neoplasms in the author’s series and on 
two instances of brain abscess. No fluorescense devel- 
oped in subdural hematomas. In regard to nonneoplastic 
epileptogenic lesions, the author has not yet had suffi- 
cient data to determine whether or not fluorescence will 
be of great value in the localization of the lesions. 

The clinical investigation of colored dyes in the hope 
of supravital staining of tumors just before operation 
has not proven practical at this time. It is theoretically 
feasible, if the problems are a matter of dosage of dyes, 
to bring out a proper staining of the tissue. But diffi- 
culties such as staining the patient’s skin may introduce 
medical-legal problems and also makes it difficult to 
determine cyanosis and other changes in skin color. 


Up to the present time, no radiopaque substance has 
been found which will be laid down within neoplasms 
and thus allow for a proper radiographic demonstration 
of the tumors by the picking up of a radiopaque sub- 
stance by the cells of the neoplasm. The author then 
describes the use of radioactive diiodofluorescein as a 
localizing technique. He uses 20 uc/kilo and from % 
to 4 hours after the injection of dye, measures with a 
single specially shielded Geiger counter the symmet- 
rical areas of the head. The author describes his results 
in localizing tumors with this technique and found that 
neoplasms situated superficially and meningiomas were 
the easiest to localize. More malignant tumors took up 
appreciably more dye and were also surrounded by a 
halo of edematous tissue which made them more easily 
detectable. 

Spinal cord tumors could not be localized by this 
technique, subdural hematomas only rarely, and only 
one instance showed an increase in count over the af- 
fected hemisphere. Cystic lesions of the brain presented 
a low Geiger count. Inflammatory lesions have seldom 
been localized by this technique. There follows a dis- 
cussion of the pharmacology of the radioactive sub- 
stance, and the author concludes that he can unquali- 
fiedly recommend the test as an innocuous procedure, 
with as yet no known contraindications. 

(Continued on page 131) 
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(Continued from page 129) 

The author then launches into a series of studies re- 
lating to biophysical investigation of the methods that 
are used in mice, and finally applies the technique to 
studies of the blood brain barrier. 

Dr. Moore has presented, in this small monograph, 
the present status of the newer biophysical methods of 
investigation. It is quite obvious that these are still in 
the experimental phase and have not yet supplanted, 
and are not likely to supplant, the careful neurologic 
examination and other methods of study. 

This is an excellent review of researches into the pos- 
sibilities of better localization of brain tumors. It is not 
primarily for general practitioners and, indeed, its scope 
in the field of neurology is limited. 

—Francis M. Forster, M.D. 


Clinical Roentgenology. Vol. |. Development & Systemic Condi- 
tions and Local Lesions in the Extremities. By Alfred A. 
deLorimier, M.D., Henry G. Moehring, M.D., and John 
R. Hannan, M.D. Pp. 492. Price, $18.50. Charles C 
Thomas, Springfield, Ill., 1954. 


This text is a complete and comprehensive coverage 
of its field. The authors are to be commended for classi- 
fying the subject matter properly and, in each individual 
topic, handling the material in a fixed manner with a 
lack of verbosity, yet completely. In each of the many 


subjects discussed, general considerations, roentgen 
manifestations, clinical corroboration, laboratory cor- 
roboration, and differential considerations are dealt 
with. It would seem that such an outline method would 
make it a most useful reference source for roentgenol- 
ogists primarily, yet also for all physicians using roent- 
gen methods, either personally or by consultation. 
The illustrations are numerous and excellent exam- 


_ ples of the conditions in question have been gathered 


from many sources. As is true so often the illustrations 
themselves are at times not too well reproduced. For the 
most part, however, the points of interest have been 
adequately indicated and with most conditions an un- 
derstanding can be obtained. The book has obviously 
been produced for specialists in the field of roentgen- 
ology. As a reference book it will undoubtedly be useful 
for others. 
—ArTHUR J. Present, M.D. 


Aggression, Hostility and Anxiety in Children. By Lauretta 
Bender, M.D. Pp. 182. Price, $5.50. Charles C Thomas, 
Springfield, Ill., 1953. 


For students or practitioners of child psychology, 
child psychiatry, or the humanities in general, this 
monograph should have a definite value and appeal. It 
is a unified compilation of papers written by members 

(Continued on page 133) 
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(Continued from page 131) 
of the staff caring for children on the Psychiatric Divi- 
sion of Bellevue Hospital. The studies deal with the 
genesis of aggression, hostility, and anxiety in children, 
and their possible role in the development of normal or 
deviate personality. 

Two hundred sixty children were the subjects for 
these studies and the clinical data and interviews re- 
corded were obtained by strictly scientific approach. 
Follow-up reports and re-examinations on fifty of the 
children are recorded. In many instances, the subjects 
were clinically followed over a period of twenty years 
(1932 to 1952), giving insight into their later careers. 

Special chapters deal with children’s homicidal ag- 
gression, preoccupation with suicide, firesetting, gene- 
sis of hostility, and attitude toward death. Presentation 
of the various cases is always preceded by a pertinent 
discussion of the psychology involved, and then fol- 
lowed by a fine analytical evaluation. 

While this book may not have a value to the general 
practitioner, it is a concise, well written, readable 
treatise which accomplishes its mission. 

—Norton Joun Eversou, M.D. 


The Practical Management of Diabetes. By Edward Tolstoi, 
M.D. Pp. 93. Price, $3.25. Charles C Thomas, Spring- 
field, Ill., 1953. 


This book deserves to be read by every general prac- 
titioner engaged in the treatment of diabetes. It is a 
liberal concept of the disease and its management. A 
few years ago it would have been considered too liberal, 
if indeed not medical heresy. Today it may be consid- 
ered as unusually liberal, but, considering the present 
trend of thinking, in a few years it may be considered 
the usual approach to the treatment of diabetes. 

The author makes no attempt to define the disease 
but would seem to assume that diabetes is a result of 
complex metabolic changes, the most obvious of which 
is in pancreatic dysfunction, and that severe cases of 
the disease may occur without demonstrable pancreatic 
pathology. 

The chapters on treatment of the complications of 
diabetes, acidosis, coma, the pregnant diabetic, the 
treatment of the effects of diabetes on the lower extrem- 
ities, are all concise and give a definite and acceptable 
plan to follow. The chapter discussing insulin is good. 

Since the book consists of only eighty-eight pages 
with a bibliography of seventy references it is neither 
cumbersome to handle nor difficult to read. The ultra- 
conservative reader would be highly critical of many of 
its statements but none would criticize its readability 
and interest. 

—J. R. Fowzer, M.D. 
(Continued on page 135) 
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Here, also, new and improved proc- 
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mation gained through research is 
channeled to the Carnation Farms, 
to Carnation Plants throughout the 
country, and — through Field Service 
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2. From the famous 
Carnation Farms near 
Seattle, dairy cattle from 
world champion 
bloodlines are shipped 
to supplier herds to 
help improve the 
Carnation milk supply. 


3. Carnation supplier 
dairy herds are inspected 
regularly: by Carnation 
Field Service Men. Only 
milk meeting Carnation’s 
high standards is accepted. 


4.Every drop of Carnation 
Milk is processed solely 

by Carnation, in 
Carnation’s own plants, to 
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quality, uniformity. 


5. Carnation store stocks 
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A NEW IDEA! 


More and more physicians are suggest- 
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to cup, to avoid digestive upsets and 
encouroge baby’s ready acceptance of 
milk from the cup. 
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Coal Tar and Cutaneous Carcinogenesis in Industry. By Frank C, 
Combes, M.D. Pp. 76. Price, $2.75. Charles C Thomas, 
Springfield, Ill., 1954. 

The first two pages of this monograph are concerned 
with the general nature of carcinogenesis. The next 
twenty-five pages are concerned with the physiochemical 
properties of ‘the tars and hydrocarbons. The next 
twenty-three pages are concerned with the effect of tar 
and hydrocarbons on the skin. The value of the book is 
contained in the last five pages which is advice for the 
control of tar cancer. 

As stated in the foreword of the monograph, it was 
prepared “as a source of information for the derma- 
tologist and industrial physician.” As far as the general 
practitioner is concerned, the most important part of 
the monograph is the six pages of bibliography and the 
last five pages on the control of carcinogenesis. 

The illustrations showing the effects of tar and pe- 
troleum on the skin are very good as to quality, but too 
few as to quantity. 

It is the reviewer’s opinion that as a monograph, the 
book is satisfactory, but, as a source of information, it is 
entirely too condensed and is impractical from the 
standpoint of covering the subject. 

—J. L. Parrerson, M.D. 


The Management of Pain. By John J. Bonica, M.D. Pp. 1,533. 
Price, $20.00. Lea and Febiger, Philadelphia, 1953. 

This volume represents an encyclopedic compilation 
of methods for the control of pain, and for this reason 
alone it can be recommended for the general practi- 
tioner’s library, since he is so often confronted with the 
complaint of pain of all types, and must be often re- 
sponsible for the continued care of those with painful 
conditions resulting from lesions which are not at 
present amenable to surgical or medical cure. 

The clinical aspects of pain syndromes of all types, 
including headaches and neuralgias, are covered thor- 
oughly, as are all available methods for control, includ- 
ing nerve blocks, drugs, psychotherapy, physiotherapy, 
orthopedic methods, x-ray, and neurosurgery. Compli- 
cations of injection procedures are discussed in detail. 
The bibliography is voluminous and authoritative. 

It is an interesting book, and may well be one which 
is read a little at a time in order to go over the large 
amount of material encompassed. While many of the 
procedures described (such as neurosurgical proce- 
dures, alcohol injections, and many nerve blocks) are 
carried out mainly by those with appropriate and in- 
tensive training in large centers, there are many others 
(such as procaine injection of the bursa or suprascapular 
nerve in calcific tendinitis of the shoulder, injection of 
scalenus anticus in secondary scalene syndromes, cer- 
tain paravertebral nerve blocks in intercostal neuralgias, 
(Continued on page 137) 
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(Continued from page 135) 
etc.) which will prove valuable aids to the physician 
who frequently sees painful shoulders, chest wall pain, 
etc., and who has found symptomatic treatment with 
analgesics somewhat discouraging. This thorough dis- 
cussion of commonly encountered pains is sure to be 
thought-provoking and helpful. 
—James R. McVay, Jr., M.D. 


A Primer of Congestive Heart Failure. By George E. Burch, M.D., 
Pp., 122. Price, $4.00. Charles C Thomas, Springfield, Il., 
1954. 


Congestive heart failure still remains an enigma in 
spite of years of research devoted to the study of cardiac 
function and hemodynamic states. In this monograph 
Dr. Burch has reviewed the present day concepts of 
the mechanisms of production and therapeutic man- 
agement of this problem. The discussion is well or- 
ganized and concisely stated in a simplified manner 
that makes for easy reading, without attempting to cover 
every aspect of this complex subject. The presentation 
covers the necessary information for a rational consid- 
eration of congestive heart failure as it confronts the 
average physician. 

The book is easily read, the charts and illustrations 
simple and easy to grasp. The schematic presentations 
coupled with the concise text should enable the reader 
to visualize readily the classical concepts of congestive 
failure and their inadequacy in explaining some of the 
observed clinical and experimental facts. 

This monograph will be of value to any physician or 
medical student who desires a condensed discussion of 
the present day concepts of the mechanism and treat- 
ment of congestive heart failure. For the general prac- 
titioner who desires an easily read, readily understood 
discussion of one of the most important and common 
disease states, this is it. 


—Bruce I. Shnider, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews of books as pos- 
sible, space will not permit review of all books received from the pub- 
lishers. 


Nerve Impulse. Transactions of the 4th Conference, March 
4-6, 1953. Pp. 224. Price, $4.00. The Josiah Macy, Jr., 
Foundation, New York, 1954. 

Pelvic Relaxations and Herniations. By James M. Wilson, 
M.D. Pp. 64. Price, $2.75. Charles C Thomas, Spring- 
field, Ill., 1954. 

Retinal Circulation in Man and Animals. By I. C. Michael- 
son, Ph.D. Pp. 146. Price, $6.75. Charles C Thomas, 
Springfield, IIL, 1954. 

The Size and Growth of Tissue Cells. By Joseph G. Hoffman, 
Ph.D. Pp. 128. Price, $4.00. Charles C Thomas, Spring- 
field, Ill., 1953. 

You and Your Skin. By Norman R. Goldsmith, M.D. Pp. 148. 
Price, $3.75. Charles C Thomas, Springfield, Ill., 1953. 
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On the other hand, if he keeps it, he thus continues a 
direct-to-user relationship which reaps many extra benefits. 

First of all, he knows he has paid the same price for 
his Viso as any other doctor, due to the Sanborn 
“direct” policy. 

As an owner, he begins to receive from Sanborn 
Company the “Technical Bulletin”, a bi-monthly 
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performance standards that stem from a first-hand 
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Delegates Hear Dr. Fount Richardson’s Plea for Hospital Privileges 


Demands Revision of Joint Commission 
On Hospital Accreditation Rules 


“Topay we of American Medicine are standing at 
the crossroads.” These were the opening words of 
Dr. Fount Richardson’s rousing speech to fellow 
members of the Congress of Delegates in its final 
session on Monday, March 22, during the A.A.G.P.’s 
Sixth Annual Scientific Assembly in Cleveland. 

Dr. Richardson of Fayetteville, Ark., demanded 
that every hospital in the country be open to the 
general practitioner and every hospital patient be 
under the immediate supervision of his personal 
physician. He asked revision of the rules of the Joint 
Commission on Hospital Accreditation to effect 
such provisions. 

Because Dr. Richardson gave such a forceful 
presentation and because it strikes at the roots of 
one of the most plaguing problems for general prac- 
titioners, his speech in its entirety follows: 


“Today we of American Medicine are standing at 


the crossroads. In the face of some of the glowing 
achievements of the sciences, we may be seeing the 
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last days of the practice of medicine as we have 
known it. No Moses has yet appeared to lead us out 
of the wilderness. While some of us have slept, the 
ranks of the family doctor have been thinned, have 
in some areas been decimated. In some hospitals 
one is not allowed to have his family physician. This 
is true of Cleveland. A few private practitioners of 
medicine still exist, but in hospitals in some of our 
cities, a general practitioner cannot take a patient 
to a hospital, study his condition, and diagnose and 
treat his case. Incredible? Go out and ask the gen- 
eral practitioner in this city. Is that to happen to all 
of us? In your town? 


The Specialist Takes Over 


**What has been the result of these changes? The 
only thing that can happen is that the patient falls 
into the hands of the specialist, he becomes a case. 
He is shunted about from specialist to specialist, 

(Continued on page 141) 
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Pernicious anemia patient “happy to work again’* 


REDISOL. 


CRYSTALLINE VITAMIN Bi2 


His job required precision. Vitamin B:: remitted the 
disabling symptoms of pernicious anemia...put him 
back at work.* 

In many cases of anemia, REDIsOL—pure vitamin 
Bn, produces similar remarkable results. Hemo- 
poiesis is stimulated, associated neuritic conditions 
improve. 

Small doses of vitamin B:: produce the same re- 
sponse in pernicious anemia as injections of potent 
liver extracts. 


Clinical evidence also shows the value of vita- 
min B: in tropical and non-tropical sprue. In tri- 
geminal neuralgia, pain is remarkably relieved. 


Quick Information: REDISOL supplies vitamin B. in 
a complete range of dosage forms for every practi- 
cal use. REDISOL Tablets, 25 and 50 mcg. in bottles 
of 36 and 100. REpIsoL Injectable, 30 and 100 mcg. 
per cc. in 10 cc. vials—also 1,000 mcg. per cc. in 
1 cc. vials. Elixir, 5 meg. per 5 cc. in pint SPASAVER® 
and gallon bottles. 

*From a casé report: J.A.M.A. 153:191, 1953. 
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(Continued from page 139) 

and his medical expenses increase. No wonder he 
begins to complain. The American public is long- 
suffering but something has to break. The price of 
having so many specialists has driven many people 
into demanding that the Government do something 
about it. From that, we members of the grand old 
profession have had to fight for our freedom to prac- 
tice ethical medicine. We general practitioners in 
American medicine have stood as a protection 
against the gougers and the fee-splitters for five 
generations. We have directed the medical care of 
the whole being of our patient and have called in 
the highly trained technicians, surgeons, radiolo- 
gists, cardiologists—only when we need them. That 
is the way it should be. 

The truth is that every patient needs a doctor 
who can watch the whole course of his medical care. 
With what ability could a specialist skilled in ortho- 
pedics, treat a broken bone, and at the same time, 
watch and care for that patient—if he also had dia- 
betes, hypertension, and a failing heart? 


Why Medicine Is Expensive 
‘Who will be the patient’s friend? That’s part of 


the treatment and if you don’t believe me, you have 
a lot to learn. Are we to have six technicians treat a 
patient when one man, broadly educated in the total 
science of medicine, can do this effectively? Why 
should the patient be subjected to six specialists, 
when his family doctor could do most or all of these 
things? No wonder medicine is expensive. No won- 
der a how! of derisive laughter goes up when a radio 
punster describes a consultation as a case where a 
wealthy man is ill and a doctor walks in and says, 
“Well, well—here’s a sick man with lots of dough— 
let’s call in all our friends.’ 

“The family doctor has for years protected the 
patient from such greed, from the ghost surgeon, 
from the empirical formula that a well-qualified 
specialist in pediatrics can’t treat you if you’re over 
12 years old. 

“The truth is that these artificial barriers are all 
bunk. The truth is that they have pushed the orig- 
inal physician into the background. We, who have 
care for the public in a manner which has constantly 
improved are told that we may no longer treat our 
patient, if he is in a hospital. 

“The truth is that a resentment against these 
barriers is increasing among the thinking public to 
the extent that they are eyeing government medicine 

(Continued on page 143) 
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of the danger of cross-infection? 


Yet, needles can be safely sterilized 
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For full dezzils of Pelton Autoclaves, 
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(Continued from page 141) 

as the answer. I feel as Mark Anthony, that ‘judg- 
ment has fled to brutish beasts and men have lost 
their reason.” 


Plan of Action 


*‘Why stand we here idle? The American Acad- 
emy can and will point out the way whether in reso- 
lution or in staff meeting—whether in secret caucus 
or in the headlines—we will demand that every pa- 
tient in every hospital in America be given the pro- 
tection of having a qualified general practitioner as a 
safeguard in his case. 

‘We will demand this care be provided in every 
hospital. This, only, can protect that patient from 
the neglect of some other condition not in the field 
of the average specialist. 

‘He can protect his patient against the ‘surgery- 
for-money’ specialist. He can save the patient from 
the gougers. He can keep the cost of medical care 
within reason. He can warn his patient against the 
fee-splitting surgeon. 

“The time is already late for us to act. But it’s 
not too late. 


‘Our accrediting agencies must institute a rule 
that in every hospital in America a patient be given 
the right to the protection of a general practitioner. 
In this contention, we are right. Right is a good 
thing to have on our side. 

**The regulation of hospitals must go to where it 
belongs—to all the doctors who are on its staff. 
Those rules could be installed within a few weeks. 

“Instead of ‘referring’ our patient to a specialist, 
we will call the specialist and have him come to our 
patient, under our protection and under our guid- 
ance. We will call for assistance whenever we feel 
that it is to the best interest of the patient, and we 
will retain complete direction of that patient’s care, 
being advised by other helpers. We will continue to 
be our patient’s best friend. 

“To repeat, our demands are simple: 

1. Open every hospital to the family doctor. 

2. Return every patient to the immediate care of 
his personal physician and whatever technical as- 
sistance his physician might feel is required. 

3. Require immediate revision of the rules of the 
various regulating agencies (the joint commission) 
to effect the rules above. 

(Continued on page 144) 
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(replaces Sodium Salicylate in basic formula) 
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Leadership in AAGP 


“This leadership rests in our Academy. Our cry 
must echo from every state and every country. No, 
it must be heard from every city, village, hamlet. It 
must be heard from every sick-bed. We general 
practitioners hold the key to a happier day for the 
American public and the qualified doctor of every 
kind. We are standing at that door. 

“Thrice bold is he whose cause is just—what 
have we to fear 

**May we, today, turn the key, and unlock the 
door to a happier tomorrow.” 


National Medical Education Fund Assumes 
Role To Decrease Medical School Deficit 


TurovuGu the formation of a Committee of Ameri- 
can Industry by the National Fund for Medical Edu- 
cation and through drives in nearly 100 key cities 
this year, an organized effort is being made to re- 
duce the annual ten million dollar deficit under 
which the nation’s 79 medical schools are operating. 

The week of April 14, fund campaign discussions 
were held by businessmen and educators in such 
Midwest cities as Omaha, Kansas City, and Okla- 
homa City. 

National representatives who attended were Col- 
by M. Chester, honorary chairman of General Foods 
Corporation who is chairman of the National Fund’s 
industry committee; Dr. Joseph C. Hinsey, director 
of the New York Hospital of Cornell Medical Cen- 
ter; and Mr. E. J. Ade, fund raising and public rela- 
tions director. In each city, key businessmen and 
educators sponsored the discussions and made 
plans to form committees in their respective cities 
for the drive. 

Although the initial fund plan was set up in 1949, 
only last year was the Committee of American In- 
dustry set in operation and that year proved fruitful. 
The amount of corporate gifts in 1953 increased 74 
per cent over 1952, totaling $1,367,979 as against 
$782,962, and the number of corporate contributions 
increased 193 per cent, from 339 to 994. 

\ The business leaders engaged in helping to keep 
the nation’s medical schools solvent now number 
854. They are serving on 60 National Industry 
Committees and 17 Local Sponsoring Committees. 
In 1953, $2,000,000 was distributed by the fund. 
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E. J. Ade reports that thus far this year prospects 
look good for achieving more nearly the amount 
needed to make up the annual deficit. 

The Committee of American Industry is the 
vehicle for securing the support of American busi- 
ness. Not too long ago the American Medical Asso- 
ciation formed the American Medical Education 
Foundation to get contributions from the nation’s 
doctors. All money collected by that foundation is 
turned over to the National Fund for Medical 
Education. 

All 79 medical schools benefit from the combined 
contributions with no strings attached to the grants. 
The Fund awards three types of grants: 

Class A—A uniform sum to each school. 
$15,000 for each four-year medical school 
$7,500 for each two-year medical school 

Class B—A uniform annual sum per student. 
The school received $19 per student. 

Class C—Individual awards to meet special prob- 
lems. 

At the Kansas City luncheon meeting, Mr. Ches- 
ter warned that the increasing deficits of medical 
schools endanger the nation’s health standards and 
that the alternative to private financing is federal 
subsidy. He said government intrusion might lead 
to “government domination, if not control.” 

He also told his audience: ‘‘Clearly, in today’s 
divided world, we cannot afford to take such a risk. 
There is no way of evading the issue. The money 
will be provided—either from private sources or 
from public funds. I am confident that business 
prefers the former.” 

Another of the Fund speakers, Dr. Hinsey, said 
the medical schools unanimously have endorsed the 
National Fund as a means of bolstering sagging 
finances. The fund also creates public understand- 
ing of the needs of schools. 

“We've been accused in the past of the ivory 
tower attitude, but we are getting out the informa- 
tion now,” he added. “The most serious deficit is 
an academic one, the difference between what we 
are doing and what we ought to do.” 

The National Fund was established in 1949 under 
the leadership of President Dwight D. Eisenhower, 
then head of Columbia University ; former President 
Herbert Hoover, who is honorary chairman of the 
fund’s trustees; Dr. James B. Conant, former presi- 
dent of Harvard University, now high commissioner 
to Germany; and other educators and business 
leaders, 

S. Sloan Colt, president of Bankers Trust Com- 
pany, New York, is president of the fund. 
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DEATH TAKES 


Dr. Marill Shaw 


DISTINGUISHED 


ACADEMY LEADER 


Tue American Acapemy of General Practice, the 
public, and the entire medical profession has suf- 
fered a great loss. Dr. Merrill Shaw of Seattle, 
Washington, immediate past vice-president of the 
Academy, is dead. 

Death on April 24 came as no surprise to Dr. 
Shaw who knew that metastatic cancer would bring 
his life to a close even while he was at the height 
of his service in medicine. But he was a man who 
courageously accepted his fate and set out on a new 
project to encourage every doctor to have a family 
doctor. Realizing that a physician may slight his 
own health, he spent his last months urging his 
colleagues to select a personal physician. 

Dr. Shaw, the son of Frank Spencer and Luella 
L. (McKinney) Shaw, was born June 4, 1903 in 
Seattle and died there at his home on April 24, 
1954. He is survived by his widow, the former Miss 
Ruth Perle Johnson, whom he married on Decem- 
ber 20, 1930, and two children, Spencer William 
and Luanne Ruth. 

Dr. Shaw started early as a leader in Academy 
activities, being president of the Washington state 
chapter in 1948. 

In 1950 he was elected a member of the A.A.G.P.’s 
Board of Directors to serve a three-year term. That 
same year he was appointed chairman of the Com- 
mission on Education and last year at the Fifth 
Annual Scientific Assembly in St. Louis the dele- 
gates unanimously elected him vice-president. 

His undergraduate education began at the Uni- 
versity of Washington where he received his 
bachelor of science degree in 1924. At the Univer- 
sity of Minnesota School of Medicine he took his 
M.S. and M.B. degrees, and in 1931 he received 
his M.D. 

Dr. Shaw was a registered pharmacist in the 
U. S. Veterans Administration in 1924-27. While 
in medical school he served as relief pharmacist. 
He took a rotating internship at King County Hos- 


pital in Seattle and a residency in surgery. Since 
1933 he had been engaged in private general prac- 
tice in Seattle. 

He was a member of the staffs at Maynard, 
Doctors, Seattle General, and Providence hospitals 
and was a clinical associate in general practice at 
the University of Washington School of Medicine. 

Dr. Shaw was president of the King County 
Medical Society this past year, was a former member 
of the board of trustees of Seattle General Hospital, 
and chairman of the Medical Advisory Board of 
King County Hospital. He served as a member of 
the Surgical Advisory Committee and the program 
committee of Doctors Hospital and was also a 
member of the Medical Care Committee of the King 
County Medical Service Bureau. Despite his many 
other duties he always found time for activities in 
his state medical society and the A.M.A. 

During World War II he served as a medical 
officer in the Pacific Theater of war with the rank 
of commander in the U.S. Navy Reserve. He was 
awarded the military Citation in 1945 for action 
at Iwo Jima and Okinawa. 

As bravely as he served in the battle zones, 
his entire life was keynoted by outstanding work. 
With the closing of this chapter of life, Dr. Shaw 
deserved to repeat the parting words of another 
man of courage. 

*T have fought a good fight, I have finished my 
course, I have kept the faith."—The Apostle Paul 
(II Timothy 4:7) 
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Family Doctor Regains Title as First Line of Medical Care 


BY HOWARD A. RUSK, M.D. 


TuoseE who believe that, in today’s era of special- 
ization, the family doctor is a thing of the past 
should have been in Cleveland last week at the sixth 
annual meeting of the American Academy of Gen- 
eral Practice. 

The three-day meeting, attended by 4,000 general 
practitioners, was a scientific conference designed to 
help those present take home something that would 
help them give better care to their patients. Through- 
out the meeting, however, there were overtones of 
confidence and dignity that were reassuring and 
indicative of a swingback to the family doctor as the 
first line of medical care. 

The Academy held its first meeting in Cincinnati 
six years ago. It expected 500 doctors; well over 
1,000 attended. Every scientific session was packed 


with avid note takers. Since then, the membership 
has increased to 17,000, but this original spirit has 
not been lost. 


Program Is Diversified 


The program this year was as diversified as is the 
day’s routine of a general practitioner, who is re- 
quired to meet the total medical, emotional and 
spiritual needs of his patients and to know some- 
thing about all the medical specialties so that, if the 
patient’s condition requires specialized care, he can 
get him to the proper source of that care quickly. 

There were symposiums on peptic ulcers, tuber- 
culosis, headaches, rehabilitation and scores of 
papers on all types of problems with which the 
family doctor deals. 

John C. Krantz, Jr., M.D., Professor of Pharma- 
cology, University of Maryland, told these family 
doctors that new organic chemicals used in the 
never-ending fight against disease were now rolling 
off the production lines at the rate of 10,000 a year. 
Last year, he said, we in America used 5,000,000 
pounds of the various sulfonamides and three times 
as much penicillin as in 1950. 
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Dr. Krantz expressed enthusiasm for a new drug 
known as “‘rauwolfia,” which is being used to con- 
trol certain types of high blood pressure. He noted 
that, as the mechanism of its action becomes clearer, 
the future of this new method of managing high 
blood pressure gave real promise. The drug is ob- 
tained from a tropical shrub that grows widely in 
India. The root of the plant has been used in Indian 
“medicine” for centuries. 

In an aside comment at the symposium on head- 
aches, Dr. Krantz reported it was estimated that 
Americans suffered more than 500,000,000 head- 
aches a year. To combat them, they use eighteen 
tons of aspirin daily, along with many additional 
tons of patented headache powders. 

Participants in the symposium on stomach ulcer 
concluded that newer knowledge of the cause of 
peptic ulcer had changed the emphasis on its treat- 
ment from strict diet and the patient’s specific 
“worries” to his general emotional reactions to life 
situations. 

They noted that, although there are a number of 
standardized surgical procedures that may be help- 
ful in many cases, the specific procedures chosen 
must be based on the individual needs of the pa- 
tient. There is no “specific operation for ulcers” 
per se. They estimated that 7,000,000 persons in 
the United States, mostly hard-driving, intelligent 
and conscientious persons, suffered from this 
“wound stripe of civilization.” 


Nightmare or Delight 


A Kansas City physician, who was an ordained 
minister before he became a physician, told the 
Assembly that fear was the most common complica- 
tion of pregnancy and urged that doctors “become 
more human” in their dealing with prospective 
mothers. 

Dr. Robert M. Myers told his colleagues that 
medical management of obstetrics should include 
an understanding of the conditions that could make 
pregnancy either a nightmare or a delightful ex- 
perience to the prospective mother. 

(Continued on page 148) 
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(Continued from page 147) 

“See Nora Brown as an individual instead of a 
machine which will soon give birth to a baby,” he 
admonished. “Forget that Nora Brown is simply 
Bed B in Ward 300.” 

With reports of 7,000,000 peptic ulcer patients, 
fear as the most common complication of pregnancy 
and a daily consumption of eighteen tons of aspirin 
it might be concluded that the physical health 
of our nation is somewhat better than our emotional 
health. General practitioners knew long before the 
development of modern psychiatry that the two 
cannot be separated. They see it daily, for it is esti- 
mated that half of the patients seen by general prac- 
titioners have real emotional problems. 

In addition to having a broad knowledge of all of 
the physical aspects of disease, the family doctor 
must also be a counselor, confidant and friend. 
Being general practitioners themselves, those who 
planned the program at Cleveland last week recog- 
nized this. The result was a program that stressed 
the treatment of people rather than diseases.—Re- 
printed by permission of The New York Times. 
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1954 “Abstracts” Editorial Committee 
Hopes To Complete Work This Month 


Tue 1954 “Abstracts” are expected to be on the 
press early this month and orders should be in the 
mail within the next few weeks. 

The stepped-up timing of “Abstracts” this year 
has been made possible through an Editorial Com- 
mittee which has been set up to alleviate the tre- 
mendous work load of having the editorial work 
vested in one editor. 

The Editorial Committee is composed of Dr. 
Thomas E. Rardin of Columbus, Ohio, as chairman; 
and Dr. A. R. Marsicano of Columbus, Dr. Joseph 
Lindner and Dr. A. E. Thielen of Cincinnati, Ohio. 

The basic philosophy behind ‘‘Abstracts” is to 
have readily available a permanent record of vastly 
important medical knowledge which has been pre- 
sented at each Assembly either through lectures or 
exhibits. 

The 1954 edition will be profusely illustrated with 
photos and drawings from the many outstanding 
scientific exhibits, along with an outline of all lec- 
tures and pertinent illustrations and slides used by 
the various speakers. 

The price of $5.00 is actually the cost of produc- 
tion. Elsewhere in this issue is a coupon which will 
facilitate ordering ‘‘Abstracts.”” It can be clipped 
and enclosed in an envelope with your check. 
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Presidential Address 


PRESENTED BY U. R. BRYNER, M.D., 
TO THE CONGRESS OF DELEGATES 
AT THE SIXTH ANNUAL 

SCIENTIFIC ASSEMBLY 


IN CLEVELAND, OHIO, 1954 


EicHT years ago a small group of men in general prac- 
tice met in San Francisco and made preliminary plans 
to establish a national organization in Atlantic City the 
following year. 

On June 10, 1947, this organization had its beginning. 
It is indeed an inspiration to me today to witness the 
great progress made by this organization which is now 
a little less than seven years old. Little did I realize on 
June 10, 1947, when I was elected Treasurer, that I 
would be so closely connected with this great organiza- 
tion for its first seven years. 

At this meeting I terminate serving seven consecutive 
years as a member of the Executive Committee. They 
have been seven busy but interesting years of work, 
planning, travel, and study, with some triumphs and 
some set-backs, but after all, very full and happy years. 

During these seven years this organization has grown 
in size and in importance and prestige in medical 
circles. It now enjoys the very important position of 
spokesman for all general practitioners in America. 
Since this organization was begun similar groups have 
been organized in both Great Britain and Canada. 

Basically, I believe, the American Academy of Gen- 
eral Practice helps greatly in giving to the people of 
America what they want most for themselves and. their 
families .. . “The highest type of medical care at the 
lowest possible cost.” This is precisely what they 
should have. A 

Dr. Leo Bartemeier of Detroit, past president of the 
American Psychiatric Association, speaking at a dinner 
meeting at the recent interim session of the American 
Medical Association in Saint Louis, advised the Ameri- 
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can people to: “Go to your family doctor with your 
medical problems. No matter what the trouble is, have 
faith and trust in your family physician and stick with 
him. If he recommends a specialist, that’s the time to 
go to one. Your family physician often has knowledge 
of you, your background and your family that a special- 
ist might gather only after months of study.” 

A year ago at the Denver interim meeting of the 
American Medical Association, Dr. Louis H. Bauer, 
then President of the American Medical Association, 
said, “Although the United States has twenty-five per 
cent more practicing physicians in proportion to its 
population than any other country in the world, we still 
have medical problems because too many of the Ameri- 
can doctors are specialists. To prevent doctor shortages 
in isolated areas we must encourage communities to 
establish facilities for a doctor to practice good medicine 
and we must recommend that our specialty boards re- 
vise their requirements. The best specialist is the one 
who has a background of general practice, but the 
present system practically prevents a general practi- 
tioner from becoming a specialist.” 


Report on Travels 


During the past seven years I have had the privilege 
of rather extensive travel. I have had the pleasure of 
visiting many state Academy meetings. In each and 
every case I have been enthusiastically received and 
very cordially treated. Many of these occasions I will 
remember with pleasure as long as I live. 

(Continued on page 150) 
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(Continued from page 149) 

Besides visiting so many of our own chapter organiza- 
tions, I have had the chance to meet and consult with 
many other groups in this country and in Europe. Some 
of these interesting experiences I shall briefly report. 

(1) In January and February of 1950, I traveled ex- 
tensively in Great Britain as a member of a five-man 
committee sent by the American Medical Association 
to study the National Health Service introduced in that 
country by the Socialist government in July, 1948. This 
was one of the most enlightening experiences in my life. 

(2) I have attended two meetings of the World Medi- 
cal Association; first in New York City in October of 
1950, and second in Athens, Greece in October of 1952. 
This latter trip to Europe was indeed an inspiration. 
What medical man could visit the ruins of the old 
Aesculapian Temple, the first hospital in human history, 
where the old original snake pit forms part of the 
foundation; or visit the museum in Athens and actually 
see and handle the instruments used 500 years B.C. by 
the great Father of scientific medicine, Hippocrates; or 
go through the great Pasteur Institute in Paris and see 
the enormous influence of a mind such as Pasteur pos- 
sessed; and aiso visit the Wright-Fleming Institute of 
Microbiology in St. Mary’s Hospital in London, and 
there hear the story of discovery of penicillin from that 
great and humble person Sir Alexander Fleming him- 


self, and see and hold the original culture of penicillin, 
without being carried away in a state of ecstasy at the 
great progress in medicine made by these great per- 
sonalities of the past and present. 

(3) On January 20, 1953, I was privileged to sit but a 
few feet away from the inaugural stand to witness the 
inauguration of a great President in this great and free 
country of America. This was my first attendance at an 
inauguration and no doubt will also be my last. It is 
impossible to put into words what one actually feels 
on such occasions. 

(4) On March 30, 1953, I attended, as a guest of Dr. 
Melvin Casberg, a session of the War Medical Policy 
Manpower Council in the Pentagon. This all day meet- 
ing was very instructive. 

(5) In April 1953, I was a guest participant on the 
program of the Western Hemisphere Division meeting 
of the World Medical Association in Richmond, Vir- 
ginia. Following this I was invited to write a chapter on 
‘Progress in General Practice over the Past Seventy- 
Five Years” which will appear in book form together 
with chapters written by participants in all fields of 
medical practice. 

(6) Mrs. Bryner and I attended the Centennial Cele- 
bration of St. Joseph’s Hospital in St. Paul, Minnesota, 
and the centennial meetings of the Minnesota State 
Medical Association in the same city. The first success- 
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ful cholecystectomy in America was done in St. 
Joseph’s Hospital. 

(7) L attended and gave an address at the 101st annual 
meeting of the American Pharmaceutical Association in 
Salt Lake City in August of 1953. 

(8) In September 1953, I was general chairman for 
the scientific meetings of the Rocky Mountain Medical 
Conference comprising the five intermountain states. 

(9) In October 1953, I was a luncheon speaker at the 
Medical Society of the District of Columbia in Washing- 
ton, D. C. 

(10) In January of this year along with other officers 
of the Academy I attended a briefing session at the 
Department of Health, Education and Welfare in 
Washington, D. C. At this session we were briefed on 
the new Federal health program proposed by President 
Eisenhower. 

(11) I have been a participant on the program on 
Medical Education and Licensure, put on by the Council 
on Medical Education and Hospitals on three different 
occasions : 

(a) Socialized Medicine in February 1951 

(b) Panel on Internships in February 1953, and 

(c) Panel on Postgraduate Medical Education in 
February 1954. 

(12) I have just finished writing a chapter on “‘Auxil- 
iary Medical Services,” for a new book being published 


this year. Editors are Dr. Joseph Garland and Dr. 
Chester Keefer. 

(13) I served on the Advisory Committee on Intern- 
ships for the Council on Medical Education and Hos- 
pitals of the American Medical Association. This was a 
very interesting and constructive experience. 

(14) During the past two years I have served on the 
Postgraduate Medical Education Advisory Committee 
at the University of Utah Medical School. 

(15) I have attended all American Medical Associa- 
tion annual and interim sessions and all national Scien- 
tific Assemblies of the Academy. 


Functions of the President 


I feel it is right for the President to be a member of 
the Executive Committee. He will thus be cognizant of 
all important problems arising and under discussion at 
all times. Other than for this contact he should be 
relieved of technical details and problems of business 
which rightfully belong to the Chairman of the Board, 
the Treasurer, and other officers. 

The President really is the front door to the Academy. 
He should have as much contact with other national 
organizations as is humanly possible. He should accept 
invitations to other meetings, especially those con- 

(Continued on page 152) 


AN EFFECTIVE TRANQUILIZER-ANTIHYPERTENSIVE, 
ESPECIALLY IN MILD, LABILE ESSENTIAL HYPERTENSION... 


(RESERPINE CiBA) 
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effectiveness-ratio of approximate); 
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(Continued from page 151) 
nected with medicine, should visit as many state chap- 
ters as possible and always be willing to use his time 
and energy to increase the prestige and honor of this 
organization. 

In the immediate future the needs of the Academy 
are in qualitative rather than in quantitative growth. 
To maintain the position we now hold in medical or- 
ganizations and gradually improve that standing, we 
must embark soon on some national program of in- 
creasing minimum standards for membership. The day 
should very soon be over that allows new members to 
come in by merely signing their names and paying their 
dues, We need to stress quality rather than quantity 
from now on. 

The time will come, and I hope in the not too distant 
future, when the services of the President will be put at 
the disposal of the state groups from a national budget 
for that purpose. On this basis all speaking appoint- 
ments from national officers could be cleared through 
national headquarters. A paid public relations employee 
will also accompany or be at the disposal of the Presi- 
dent—I hope—help organize his speaking material, 
arrange travel itineraries, newspaper releases, et cetera. 
On this aspect we are now losing out on an enormous 


amount of good publicity. 


HOLLAND-RANTOS COMPANY, INC 


+ 145 HUDSON STREET, NEW. YORK 13, N.Y 


We are all in this work of being family doctors for the 
purpose of giving the best medical care that is possibk 
to the people of America. The real criminal actions i:, 
medicine are neglect, dishonesty, carelessness, over- 
charging, and the refusing of emergency care. Let us be 
sure, individually, that we are not and cannot be ac- 
cused of these actions. 


How To Improve Public Relations 


There are many practical ways of improving ou: 
public relations. Some are: 

(1) Let us freely advise the public that we will not let 
any person go without necessary medical aid regardless 
of his ability to pay. 

(2) Let the public know of the county and/or state 
mediation committees and what they stand for. 

(3) Let each physician look over and interpret the 
insurance policies of his patients so there will be no 
misunderstanding of what that policy covers in hospital 
costs and medical fees. 

(4) Talk over the costs of proposed operations with 
your patients. Do not avoid this. Bring it up yourself if 
necessary. 

(5) In case of consultation, be sure the patient knows 
this is or this is not an added expense. 


* MERLE L. YOUNGS, PRESIDENT 
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(6) Itemize your bill. 

(7) Keep careful hospital records—you may need 
them. 

(8) Compromise a bill rather than insist upon its pay- 
ment. This is where many malpractice suits begin. 

(9) Always consider the urgency and difficulties of 
your services as well as the economic status of your 
patient before deciding upon the amount of your bill. 

(10) Keep intra-professional problems in the pro- 
fession. 

Keeping in mind these items at all times may save 
much embarrassment and trouble. 

In closing I wish to present to the Academy a few 
items of interest to be suitably displayed and pre- 
served in our new building for future generations. 

(1) A brochure—in French—on the first fifty years 
of the Pasteur Institute in Paris. This was presented to 
the Academy by Dr. Lepine of the Institute and should 
be quite a keepsake as it is now out of print and was 
originally printed in a very small number in 1939. 

(2) The original bank book showing the first bank 
deposit made by the Treasurer after returning home 
from the organization meeting on June 10, 1947. 

(3) The original stamp used to endorse Academy 
checks for deposit. 


(4) A stone brought from Epiduras, Greece from the 
old Snake Pit which formed part of the earliest hospital 
in human history. 

(5) A print made of the original culture of penicillin 
and autographed to the American Academy of General 
Practice by Sir Alexander Fleming. 


Officers of the Academy 


I wish to pay tribute to the elected officers and ad- 
ministration staff of the Academy. I have great esteem 
for all of them. 

I extend to my successor, Dr. William B. Hilde- 
brand, every good wish for a thrilling, busy and success- 
ful year ahead. I know of no better man to pass on the 
responsibility of this office. Give him your entire sup- 
port and confidence. 

From the bottom of my heart I humbly thank you for 
the great honor of serving you as President. It has been 
an honor and privilege. My sincere hope is that suc- 
ceeding officers will place important things first in 
steering this organization to greater attainments. The 
support of every member is needed in this forward 


march. 
—U. R. Bryner, M.D. 


Bodansky 


...there is probably no other common disorder (obstinate 
constipation) which is so often badly mismanaged...The 
most important principles of management are:...and 3) 
stopping the use of strong laxatives and enemas. 


e Shallenberger & Kerr 


..-bile per se is stimulating to the movements of 
the bowel so that an increase in bile flow has a 
natural stimulating effect. 


.-- natural laxative 


Samples? Just write to Geo. A. Breon & Co., 
1450 Broadway, New York 18, N. Y. Each tablet 
contains Ketcholanic acids (3 grs.) and Desoxycholic 
acid (1 gr.). 


© Bodansky & Bodansky: Biochemistry of Disease, 2nd ed., 
1952, p. 337. 


®@ Shallenberger, P. L. & Kerr, P. B.: Postgrad. Med. 13:32, 1953. 
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AAGP Member Rodger Submits Amendment 
To Two Medical Expenditure Bills 


AN AMENDMENT to two bills dealing with an ex- 
tension of Hill-Burton funds into new fields was 
submitted by Academy member, Dr. John R. 
Rodger of Bellaire, Mich., when he testified at the 
House hearings in early February. 

Being particularly interested in the “diagnostic 
and treatment center” category, Dr. Rodger 
gleaned from testimony of Mrs. Hobby and from 
conversations with Surgeon General Leonard 
Scheele that one definition meant these centers 
would be for nonprofit groups of doctors who would 
most probably be specialists. Another idea would 
promote a combination laboratory and x-ray facility 
in an area which had not built a hospital. 

Dr. Rodger, a member of the Michigan chapter 
and of the A.A.G.P. Committee on Rural Health, is 
also on the Michigan State Advisory Committee to 
the Michigan Office of Hospital Survey and Con- 
struction. Because of his position on the latter com- 
mittee he was. asked to testify at the Washington 
hearings. 

Inasmuch as the President’s Health Message 
stated in regard to these diagnostic or treatment 
centers—The provision of such facilities, par- 
ticularly in rural areas and small isolated com- 
munities, will attract physicians to the sparsely 
settled sections where they are urgently needed”— 
Dr. Rodgers reported that he tried to figure out a 
practical use of the idea for rural areas. 

He therefore proposed the following addition to 
the Definitions in Section 631 (g), page 10 of the 
bill (same for both HR 7341 and S 2758): 

“Provided, however, that in the case of a pub- 
licly owned diagnostic or treatment center nothing 
herein contained would prevent such project spon- 
sor from leasing or otherwise relegating the opera- 
tion of the facility to one or more persons licensed 
to practice medicine in the state.” 

In presenting this amendment, Dr. Rodger 
identified himself as an M.D. who actually practices 
in a community of 1,000. He pointed out that the 
center as proposed in these two expenditure bills 
would actually provide the same service which is 
now being provided in rural areas by the co-opera- 
tive work of both the family physician and the 
specialist working together. 

He further stated that in the early detection of 
tuberculosis, cancer, etc., the largest responsibility 
falls upon the first doctor to see the patient, which 

(Continued on page 157) 


A DRUG OF 


Especially suited to the long-term 
management of the hypertensive patient 


Over 15 years of research and practical 
experience in thousands of ambulatory 
cases are combined in Veratrite to pro- 
vide the best therapeutic benefits of 
Veratrum viride. 


Veratrite can be given continuously 
over extended periods of time with 
striking subjective improvement of the 
patient—relief of headaches and dizzi- 
ness. 


Patients with labile blood pressure 
show marked reductions in both systolic 
and diastolic blood pressure which can 
be maintained by continuous therapy. 
The earliest sign of successful Veratrite 
therapy is a distinct sense of well-being, 
without excessive or unnatural euphoria. 
Side effects have not been encountered 
which in any way threaten the life of 
the patient. 


These advantages explain why Vera- 
trite provides the best therapeutic 
effects of Veratrum viride—in its safest 
form—for the routine management of 
the mild and moderate cases of hyper- 
tension. 


IRWIN, NEISLER & COMPANY e DECATUR, ILLINOIS 
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(Continued from page 154) 
means the family physician and not the specialist 
who might be fifty miles away. 

Dr. Rodger stressed the benefits of a community- 
owned clinic building that enables a young doctor 
to rent a facility which permits him to do the same 
high quality work he would do if he rented office 
space in the city near a laboratory. 

He likened the ideal medical picture to a sus- 
pension bridge with towers on each end, one repre- 
senting the family doctor, the other the specialist— 
both needed to hold up the bridge. Dr. Rodger then 
pointed out that the bill as written concerned itself 
with only one tower of the bridge—the specialist— 
and if the purpose of the President’s message is to 
be achieved they must look at the second tower. 

Representative Charles A. Wolverton, who pre- 
sided at the hearings, seemed impressed that a 
suggestion was coming from the grass roots level 
and instructed Dr. Rodger to see Dr. Scheele. In 
his statements, Dr. Rodger said that without the 
addition of his suggested amendment he felt the 
diagnostic and treatment center idea would be 
pretty much a waste of money if it is adopted. 

Dr. Rodger also officially represented the Michi- 


gan State Medical Society at the recent Senate sub- 
committee hearing on the companion bill, S 2758. 


1953 Year-End Total of 2,920 Fully 
Accredited Hospitals Announced 


Tue first announcement of the list of hospitals 
accredited in 1953 by the Joint Commission on 
Accreditation of Hospitals, published March 15, 
includes 2,920 fully accredited hospitals and 498 
provisionally accepted hospitals. This makes a total 
of 3,418 hospitals in the United States and Canada 
accredited as of December 31, 1953. 

Although six times as many hospitals were sur- 
veyed by the Joint Commission’s twenty field repre- 
sentatives in 1953 as in 1952, not all hospitals 
requesting a survey have been visited. Therefore, 
a hospital may not be included in this first list due 
to the inability of the staff to inspect all hospitals. 

Many doctors and hospital administrators have 
been concerned with interpretations of the “Stand- 
ards” in order to make them more applicable to the 
smaller hospitals. The Joint Commission has an- 
nounced that a committee is studying this matter 
and will appreciate comments and suggestions. 


alll the alkaloids 


Whole-root Raudixin contains ALL the 
alkaloids of Rauwolfia serpentina. As it lowers 
blood pressure safely, gradually, Raudixin 
causes gentle sedation and usually improves 
sleep. Prescribe it in almost every type of 
hypertension, adding Vergitryl (veratrum) 
or other more potent agents if needed. 
Raudixin tends to augment and stabilize the 
effect of the stronger agents—makes 
smaller dosage possible. 50 mg. and 100 mg. 
coated tablets. Bottles of 100 and 1000. 


FRU 


base-line therapy 


in hypertension 
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chronic fatigue, characterized by relative 
hypoglycemia and visceral spasm, 
‘Donnatal Plus (Tablets or new, palatable | 


Elixir) provides the necessary anticholinergic 
blocking action, the mild sedation, and the 
high level of B-complex vitamin intake, 


.H. ROBINS CO 


Atropine sulfate ................ 0.0194mg. Nicotinamide .......................... 10.0 mg. 


Milwaukee Journal 


“Dr. Kate” sorts through hundreds of letters, included in the 
176 sacks of mail, which brought contributions to the new Lake- 
land Memorial Hospital in her home town, Woodruff, Wisconsin. 


AAGP Member, Dr. Kate Newcomb, 
Stars on “This Is Your Life” TV Program 


AcapEMy member, Dr. Kate Pelham Newcomb of 
Woodruff, Wis., was the star on Ralph Edward’s 
television program, “This Is Your Life,” on March 
17. She appeared through the co-operation of the 
Wisconsin Medical Association and the Los Angeles 
County Medical Association. 

Dr. Newcomb was presented as a practitioner of 
the North Woods and the driving force behind the 
new Lakeland Memorial Hospital at Woodruff 
which was dedicated March 22. A one-million 
penny campaign was promoted to pay for the com- 
pletion of this building. Ralph Edwards requested 
that additional pennies be sent to “Dr. Kate” to 
help defray the cost of equipment needed, as a 
tribute to Dr. Newcomb’s service. 

In active practice for thirty years, only once 
has she failed to complete a call. In that north 
region she has braved deep snows, waded icewater, 
paddled in canoes in turbulent streams, and froze 
her legs in reaching a patient. She has delivered 
more than 3,000 babies. 

Dr. Newcomb was born in Wellington, Kans., in 
1885. She was graduated from the University of 
Buffalo in 1917, interned at New York Infirmary 
and Woman’s Hospital of Detroit, and took her 
residency at Woman’s Hospital. She is now a staff 
member at Woman’s Hospital and at St. Mary’s 
Hospital. 
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Casimir Funk Laboratories, Inc. (affiliate) 

Rast 4390 St., New York 


Elasticity isn’t the only requirement in a rubber-elostic 
bandage. Sufficient body for support is equally 
important. ACE Rubber-Elnstic Bandages combine 
rubber and cofton ina balanced weave that 

provides the e’asticity and body needed for uniform 
support throughout the affected area. 


ACE Rubber-Elastic Bandages (512 yds. fully stretched) 
ore supplied in. 2", 22", 3°, 4, and 6” widths. 

Mandy Roller, wide (3 yes. stretched). 

ACE. TRADEMARK REG. U.8. PAT. OFF. 


ACE Bandages Are Made Only By 
BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 
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Dover, Ohio Residents Get Weekly 
Query—“Do You Have a Family Doctor?” 


Eacu Tuesday the Dover Daily Reporter, hometown 
newspaper of Dover, Ohio residents, asks its 
readers, “Do You Have a Family Doctor?” 

This message embodied in a series of advertise- 
ments, which emphasizes the importance of select- 
ing a physician to whom a family can turn in an 
emergency, is sponsored by the staff of the Dover- 
New Philadelphia Union Hospital and has been 
running weekly for several months. 

The advertisement urges families without a per- 
sonal physician to request a list of doctors from the 
Tuscarawas County Medical Society. 

A recent issue of The PR Doctor, published by 
the A.M.A., carried the following quote from the 
story: 

“The family doctor is ordinarily a general practi- 
tioner, a doctor of medicine, who has received his 
M.D. degree from a recognized school of medicine 
and who has had at least one year of internship in 
an approved hospital. Once having selected a doc- 
tor, go to his office and get acquainted with him so 
that he knows you when you need to phone him 


about some illness or emergency which might arise 
in your family. Your first thought when an emer- 
gency or illness arises should be your Famity 
Docror.” 


Pan American Medical Association Reports 
Formation of Section on General Practice 


Tue formation of a Section on General Practice at 
the Ninth Inter-American Medical Congress of the 
Pan American Medical Association was a highlight 
of its recent meeting, reports Dr. Joseph J. Eller, 
executive director of the association. 

The congress, held early this year aboard the 
S.S. Nieuw Amsterdam, also had sessions in Ha- 
vana, Caracas, Ciudad Trujillo, St. Thomas, 
Curacao, and San Juan. 

Dr. Eller reports that many general practitioners 
registered and attended the congress. At the Gen- 
eral Assembly Meeting held on board ship, they 
proposed the addition of a Section on General 
Practice to the forty-one medical sections which are 
already a part of the association. The addition was 
ratified at a recent meeting of the association’s 
board of directors. 


TM. ® 
Serpasil-Apresoline 
hydrochloride 
(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) 
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New Advance 
Oral Penicillin 


SUSPENSION 


Soluble potassium penicillin G—ideal penicillin salt for 
oral use—now in stable, delicious, teaspoon-dosage form 


THE PEAK OF PALATASBILITY. Because of its dessert-like, coconut-custard 
flavor, free from medicinal aftertaste, children love Dramcillin 
Suspension. Parents like it because children take it with no 
fuss at all. 


2-YEAR STABILITY WITHOUT REFRIGERATION. At ordinary room tem- 
peratures, Dramcillin-300 Suspension maintains its antibiotic 
potency for two years. 
Each teaspoonful (5cc.) of Dramcillin-300 Suspension con- 
tains 300,000 units of potassium penicillin G. It’s ready for 
instant use, requires no preparation before it is administered. 


SUPPLIED. _ Bottles of 60 cc. (12 teaspoonful doses). 


Complete literature available on request. 
White Laboratories, Inc., Kenilworth, New Jersey. 
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Dr. Charles F. Shook, New Member 
Of AMA Council on Industrial Health 


Acapemy member, Dr. Charles 
F. Shook of Toledo, Ohio, is 
one of two new members of 
the American Medical Associ- 
ation’s Council on Industrial 
Health. 

Dr. Shook is medical direc- 
tor of Owens-Illinois Glass 
Company. He and another 
A.A.G.P. member, Dr. Gradie 
Rowntree of Louisville, Ky.. 
also represent the Academy on 
the Joint Commission on the Council of Industrial 
Health. Dr. Shook will continue in that capacity. 

Dr. William P. Shepard of New York City, who 
is second vice-president of the health and welfare 
division of Metropolitan Life Insurance Company, 
has been elected chairman of the council, succeed- 
ing Dr. Anthony L. Lanza, also of New York. The 
other new council member is Dr. Lemuel C. McGee 
of Wilmington, Del. 


Dr. Shook 


Medical News in Small Doses: 


Acapemy President W. B. Hildebrand of Menasha, 
Wis., will be a guest speaker at the annual meeting 
of the Georgia chapter October 20-21 in Atlanta. 
... April 9 issue of The New York Times carried the 
story on Sir Alexander Fleming attending an awards 
ceremony at the Department of Health, Education 
and Welfare in Washington, D. C. to honor a fellow 
worker. The honoree, Dr. Henry Welch of the 
Food and Drug Administration, was awarded for 
his work in drug certification. He developed the 
plan for testing penicillin and certified its safety 
and efficacy through World War II. The story 
stated that Sir Alexander and Lady Fleming were 
in this country as guests of the American Academy 
of General Practice and were on tour with the 
Academy’s immediate Past President, Dr. U. R. 
Bryner, and Mrs. Bryner of Salt Lake City. . .-. 
Despite claims of health progress, the Chinese 
communist government is actually going backward 
as far as medicine is concerned says Leslie G. 
Kilborn, former dean of the College of Medical 
Sciences in West China Union University. This 
is evidenced in the repudiation of scientific spirit 
and enforced lower medical education standards. ... 
A thirty-year accounting of its fight against diseases 
(Continued on page 165) 
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NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL 
477 First Avenue, New York 16, N. Y. 


ORTHOPEDICS IN GENERAL PRACTICE 
5 days, full-time. June 14 through 18, 1954 
A review of orthopedic conditions encountered in 
general practice. Common errors made in treatment 
of fractures included. 


REVIEW COURSE IN GENERAL MEDICINE 
10 days, full-time. July 12 through 23, 1954 
Designed especially for members of the American 
Academy of General Practice but other physicians 
are eligible. 
NEUROSURGERY 
5% days, full-time. October 18 through 23, 1954 

Recent developments in diagnostic and therapeutic 
procedures to acquaint the general practitioner with 
conditions for which neurosurgical investigation and 
treatment is now indicated. 


RECENT ADVANCES IN SURGERY 
2 weeks, full-time. 

September 20 through October 2, 1954 
Consisting of didactic lectures and demonstrations 
that cover the recent advances in general surgery 
stressing physiological and biochemical considerations. 


For application and information about these and other 
courses, address: 


Office of the Dean, Post-Graduate Medical School 
(A Unit of New York University-Bellevue Medical Center) 


PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for 
permanent reference has brought an increasing 
number of inquiries from subscribers for advice as 
to where they can have this binding done. As a 
result of some extensive investigation, we feel 
that the most satisfactory and economical results 
can be obtained by selecting a capable bindery, 
specializing in this type of work, which will follow 
our specifications and produce an attractive, well- 
bound book, at a reasonable price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable “GP Blue’’ buckram, with gold stamping 
on the spine and the subscriber's name in gold on 
the front cover. The cost is $3.60 per volume. 
Send the six issues to Chicago, express or parcel 
post prepaid, with check or money order payable 
to PABS. The bound volume will be returned, 
transportation prepaid, by the bindery. 


nature’s chisel... 


Living bone is a constant target for the chemical chisels, 
the osteoclasts, that erode osseous tissues and leave 

the pitmarks of “lacunar absorption.”! This continuous 
process of wear and tear requires the formation and 
deposition of new bone throughout every individual's life. 


For everyone, both young and old, it is necessary to keep 
up a dietary supply of vital minerals, particularly 
calcium for the normal growth and replacement of bone 
chiseled away by such osteoclastic erosion. But especially 
for the older person with osteoporosis, for those with 
defective skeletal mineralization or with delayed 

union of fracture, a therapeutic diet plays an important 
role in osseous regeneration.” 


Skim milk, retaining all of the essential mineral nutrients 
of fresh milk but without its fat content, is gaining 
increasing recognition as an excellent source of calcium 
and protein. Skim milk is as ideal in helping to 

mend the older skeletal structure as it is in 

building the original framework during younger years. 


Manuf and cistrit of BORDEN'S Instant Coffee 
STARLAC non-fat dry milk * BORDEN'’S Evaporated Milk 
¢ Fresh Milk * Ice Cream * Cheese * BREMIL powdered infant 
food * MULL-SOY hypoallergenic food * BIOLAC infant food 
* DRYCO infant food * KLIM powdered whole milk 


rm DOTUEN cours 


350 Madison Avenue, New York 17, N. Y. 


Like other Borden food products, Borden’s Starlac 

Non-Fat Dry Milk and Borden’s Non-Fat Fluid Skimmed 
Milk are of the highest quality and are processed under 
the most hygienic conditions. The fluid Skimmed Milk, for 
example, is specially. selected from designated herds known 
to produce a milk with greater non-fat solids and 

mineral content, prerequisite for improved palatability 

and nutritive value. 


With Starlac, Borden pioneered in making wholesome 
non-fat dry milk available to Americans everywhere. 
Both types of Borden’s Non-Fat milk are 

economical, eminently suitable for use in the home 


and in the hospital. 
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(Continued from page 163) 
of the heart and blood vessels is given in the 1953 
Annual Report of the American Heart Association 
which was released recently. The report entitled 
“The Heart Story” reports the availability of funds 
for research, development of rehabilitation pro- 
grams and clinic services, and a remarkable change 
of attitude by both physicians and the general pub- 
lic toward diseases of the heart and blood vessels 
as a result of a vigorous education program. The 
sixth annual Heart Fund Appeal of the Heart 
Association is currently being conducted by thou- 
sands of volunteers throughout the country under 
the chairmanship of General Mark W. Clark, former 
Commander-in-Chief in the Far East. . . . The 
Electric Auto-Lite Company of Toledo, Ohio re- 
cently entertained members of the Toledo Academy 
of Medicine at its plant. This event is one of many 
in which local doctors are being introduced to in- 
dustry. . . . Mac F. Cahal, Executive Secretary 
of the A.A.G.P. and publisher of GP, is now a staff 
member of the University of Kansas School of 
Medicine, Kansas City, Kas., having been officially 
appointed lecturer in Medical Jurisprudence and 
Social Economics. His appointment was announced 


by Dr. W. Clarke Wescoe, dean of the medical 
school and director of the medical center. . . . The 
sixth annual Kansas Medical Day was observed 
March 8 at the University of Kansas Medical School 
for third and fourth year medical students. An 
outstanding program was prepared by the Univer- 
sity faculty and members of the Kansas State 
Medical Society for the occasion. . . . The third 
annual Symposium on Tuberculosis and Other 
Chronic Pulmonary Diseases for general practition- 
ers will be held at Saranac Lake, New York, July 
12-14. As in the past, this symposium will be 
sponsored by the Saranac Lake Medical Society 
and the Adirondack (New York) counties’ chapter 
of the A.A.G.P. It is approved for twenty-six hours 
of formal postgraduate credit. . . . Mr. George 
Bugbee, for the past eleven years Executive Di- 
rector of the American Hospital Association, 
Chicago, has assumed his new post as President of 
Health Information Foundation of New York. He 
succeeds the late Admiral W. H. P. Blandy. . . . 
The University of Oregon Medical School Alumni 
Association had its 39th annual scientific session 
recently in Portland in conjunction with the Oregon 
chapter and the Sommer Memorial Lectures. 


creator of push-button controls 
now brings you an important 
advance in X-Ray Technology: 


DUOTECH” conrtroi 

UNIT* 

with the “DUOTECH" you get 

consistently better results with 

MODERATELY PRICED equipment, 

formerly obtainable only 

with the most expensive! 


send today for free booklet >| 
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Thirteen Misbranded Electrical Medical 
Devices Barred from Interstate Commerce 


THIRTEEN electrical devices which have been widely 
distributed for the diagnosis and treatment of 
serious diseases were barred from shipment in inter- 
state commerce by an injunction decree entered 
March 16 in the Federal District Court in San 
Francisco. 

The Food and Drug Administration of the U. S. 
Department of Health, Education and Welfare, 
which initiated the injunction suit, estimates that 
there are about 5,000 of the devices now in the 
offices of various fringe practitioners throughout 
the country. 

The names of the machines which have been 
banned are: 

Oscilloclast, Oscillotron, Regular Push Button 
Shortwave Oscilloclast, Sweep Oscillotron, Sinu- 
soidal Four-in-One Shortwave Oscillotron, Gal- 
vanic Five-in-One Shortwave Oscillotron, Depola- 
ray, Depolatron, Depolaray Chair, Depolatron 
Chair, Depolaray Junior, Electropad, and New 
Depolaray Junior. 


Palatable Medication 
For Little Folks 


Pediatabs: aire available for 
the usual childhood ailments 
and contain NO 


(UN)NECESSARY? 


Following her marriage Miss Millard will con- 
tinue her work in biological research.—Dolores 


(Colo.) Star. 


consTVation? 


She was seen on television last night, but her 
sudden illness might make it necessary for her to 
call off other rectals in New York, her manager 
said.— Michigan Paper. 


UNEXPECTED DRY-DOCK 
Alice has been engaged as stewardess and social 


hostess aboard the S.S. Alexandria, which sails 
tomorrow. Before leaving port she will have her 
barnacles scraped.—East Coast Shipping Record. 


MONEY-MAD 


He gave his audience, estimated at $20,000, a 
bewildered glance, and said: ‘Whoops, they’re 
taking me away.”—New York Herald Tribune. 


STATE OF CONVENIENCY? 


The ILA leader, Joe Ryan, is hospitalized with a 
long overdue liver disturbance.—Chicago Daily 
News. 


THEY SHOULD KNOW 


Placard in veterans’ wing in a Toronto hospital: 
**The Valley of Incision.” 


GENEROUS HOSPITALIZATION PLAN? 
Mrs. Clifford Padelford continues to improve at 
the Iowa Sanitarium where she submitted to an 
emergency appendectomy several years ago. 
—Nevada (Iowa) Evening Journal. 
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first opportunity to record March contributions 
Four States Top $10,000 from California of $1,140. The total for March 
aes was $2,495.) 
In Building Fund The following tabulation is a state breakdown 
of April contributions: 


April total April total 
Four sTaTE chapters have now passed the $10,000 contributions contributions state contributions contributions 


mark in Building Fund contributions. Texas leads sree 
with $13,763; Ohio is second with $11,875; Califor- 11,040.02 
nia has $11,040; and Missouri $10,330. Three other 
states have made cash contributions in excess of 
$5,000: New York $7,050; Massachusetts $6,176; : 
and Michigan $5,350. On April 30, total cash con- ’ 4, 
tributions from all sources totaled $199,571, with 270: “ 
2, 
1 
6, 
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income from other sources making total receipts 
of $212,336. Of this sum, there is now $143,484 
cash on hand, the difference having been expended 

in payments on the building site, interest on 7 
mortgage notes, and cost of preliminary surveys 0. 10;330. 


5.00 
and work in progress. ws 1,250.00 


Contributions for the month of April totaled — 


$3,745, with Ohio ($660) and New York ($615) a Nr eae 14,075.00 
the leaders. (The monthly Building Fund Story ne. 615K 703050 GP 20,000.00 


was “squeezed out” of the May issue, so this is the swol 2,700.00 Total....$3,745.00 $199,571.71 
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Virginio... — 
Wisconsin. . . _ 
Wyoming. . . 
0 ; Fund. 100.00 


41 
33 
22 
17 
5,35 
2,70 


Consider PREMENSTRUAL TENSION. 


4 out of 10 female patients of 


childbearing age suffer symptoms 

Symptoms are not relieved by usual 

sedatives, analgesics, or antispasmodics 
MINUS 


Preventive for 
Premenstrual Tension and Dysmenorrhea 


Evidence shows that premenstrual tension results from excess 
fluid balance preceeding actual onset of menses. M-MINUS 5 
prevents premenstrual tension symptoms by lowering excess 
fluid balance, reducing stimulus to uterine spasm, and providing 
effective analgesia. It does not interfere with the menstrual 
cycle, and is non-toxic in the prescribed dosages. Vainder 
showed 82% of cases of premenstrual tension and dys- 
DOSE: One tablet 4 times a ) menorrhea relieved with M-Minus 5.(1) 

day, starting 5 days before (1) Vainder, Milton: Indus. Med. & Surg. 22:183 (Apr) 1953 

expected onset of menses. ns Send for samples and literature 

In bottles of 24 and 100 LABORATORIES 919 N. Michigan Ave., Chicago, Ill. 
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North 
Dokotea...$ — $ 105,00 
Ohio....... 660.00 11,875.00 
Oklahoma... 10.00 1,590.00 
Oregon..... 5.00 1,190.00 : 
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Rhode 
Island..... _ 120.00 
South Caro- 
2,435.00 
South 
Dakota... — 462.50 
Tennessee. . . 1,450.00 
Texas....... 70.00 13,763.00 
1,290.00 
Vermont..... 25.00 395.00 
Virginia..... 10.00 820.00 
Washington.. 25.00 1,210.00 
1,685.00 
3,330.00 
611.00 
300.00 
Howgii...... 255.00 
Turkey...... 5.00 5.00 
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Properties of Rauwolfia Serpentina | 


Crystoserpine—chemically pure crystalline reserpine obtained from Rauwolfia 
serpentina—exerts the valuable hypotensive, sedative, and bradycrotic actions 
characteristic of this important hypotensive agent. Yet it possesses the distinctive 
advantages of chemically pure substances: uniform potency and freedom from 
inert impurities and less active alkaloids. 


IN MILD, MODERATE, AND LABILE HYPERTENSION 


Crystoserpine usually suffices as the sole therapeutic agent in the less severe forms 
of essential hypertension. It is especially effective when emotional agitation is a 
factor. Blood pressure is adequately reduced and subjective relief is impressive. 


IN SEVERE, FIXED, OR CHRONIC HYPERTENSION 


When clinical trial for 60 days demonstrates that a more profound hypotensive 
response is required, the desirable action of Crystoserpine constitutes a good base 
on which to add the influence of a second, more potent drug. Crystoserpine de- 
creases the dosage needs of the latter and reduces the incidence of reactions to it 
—a synergistic relationship. 


SIMPLE DOSAGE PLAN 


The initial dose of Crystoserpine is 3 to 4 tablets (0.75 to 1.0 mg.) daily for 30 days, 
then 1 to 2 tablets (0.25 to 0.5 mg.) daily. Hypotension is a rare exception and 
there are no known contraindications. Supplied in 0.25 mg. scored tablets. 
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On the Calendar 


Academy chapter meetings and postgraduate 
courses, as well as other medical meetings in 
which general practitioners will have an in- 
terest, will appear here monthly. 


June 4. University of Colorado, Colorado Medical BEFORE 

Alumni Clinics, Colorado University Medical 

June 10-11. University of Colorado, intern and res- ROBS HIM 

ident clinics, Medical Center, Denver. OF REST AND 
June 14-18. University of California, course in in- SLEEP... 


ternal medicine given by American College of 
Physicians, University Extension Building, San 
Francisco. 

June 17-19. American Geriatrics Society, 11th an- 
nual meeting, Hotel Fairmont, San Francisco. 
June 18-20. American Society for the Study of Sterility, 

annual meeting, St. Francis Hotel, San Fran- 
cisco. 
June 21-25. American Medical Association, annual 
meeting, San Francisco. 


June 26. Montana chapter, annual meeting, Lewistown, 
Montana. 


June 28-30. University of Michigan, seventh annual 
Conference on aging, Ann Arbor. 


PROTECT 
Other Chronic Pulmonary Diseases for general prac- FROM HIS 


titioners, Saranac Lake, N. Y. 


Sept 8-9. Louisiana chapter, eighth annual meeting, 
Majestic Hotel, Lake Charles, La. 

Sept. 9-10. Utah chapter, sixth annual meeting, Hotel 
Utah, Salt Lake City. 

September 9-11. Texas chapter, fifth annual meeting, 
Recreation Pier, Galveston, Texas. 


Sept. 12-15. Second International Congress of Car- 
diology, Washington, D. C. 


SYMPTOMS WITH... 


Sept. 15-16. Mississippi chapter, sixth annual meeting, By elevating and maintaining 
Heidelberg Hotel, Jackson, Miss. the reaction threshold above 
Sept. 16-18. American Heart Association, annual the level of symptom forma- 
scientific sessions, Washington, D. C. tion, FELSOL permits uninter- 


rupted sleep, insures a full 


Sept. 21-23. Ohie chapter, seventh annual meeting, nights rest. 


Deshler-Hilton Hotel, Columbus. 
Sept. 21—Dec. 7. University of California Schoo! of Samples, literature gladly sent 
Medicine, course in medicine for general practi- upon request. 


tioners, East Oakland Hospital, Oakland, Calif. 

Sept. 28-29. South Carolina chapter, sixth annual 
AMERICAN comPANY — 
LORAIN, OHIO 


meeting, Columbia Hotel, Columbia, S. C. 


Oct. 4-7. American Academy of Pediatrics, annual 
meeting, Palmer House, Chicago. 
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in 
arthritis 
and allied 


disorders 


‘yA 


- 


Rapid Relief of Pain 
usually within a few days 


Greater Freedom 

and Ease of Movement 

functional improvement in a significant 
percentage of cases 


- 
- 
--" 


>< 


No Development of Tolerance 
even when administered over 
a prolonged period 


BUTAZOLIDIN 


(brand of phenylbutazone) 


~ 


! 
' 


Its usefulness and efficacy substantiated by numerous published reports, 
BuTAazo.ip1n has received the Seal of Acceptance of the Council on 
Pharmacy and Chemistry of the American Medical Association for use in: 


Gouty Arthritis Rheumatoid Arthritis 

Psoriatic Arthritis Rheumatoid Spondylitis 

Painful Shoulder (including peritendinitis, capsulitis, bursitis and acute arthritis) 
Since BuTAZOLIDIN is a potent agent, patients for therapy should be selected 
with care; dosage should be judiciously controlled; and the patient should be regularly 
observed so that treatment may be discontinued at the first sign of toxic reaction. 
Descriptive literature available on request. 
Butazouip1n® (brand of phenylbutazone), coated tablets of 100 mg. 


GEIGY PHARMACEUTICALS 


H Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N.Y. 
In Canada: Geigy Pharmaceuticals, Montreal 
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Planning for 1954-55 postgraduate school in Illinois. Left to right are Dr. John F. Sheehan, acting dean, Stritch School of Medicine 
of Loyola University; Dr. Seth E. Bown, chairman, Commission on Education of the Illinois chapter; Dr. Granville A. Bennett, dean, 
University of Illinois College of Medicine; and Dr. Pliny R. Blodgett, president of the Illinois chapter. 


News from the State Chapters 


‘Tue second session of the Mlinois chapter’s annual 
postgraduate course “Medicine for Today,” which 
has just closed, was a pronounced success with 616 
members enrolled. This course is divided into two 
sections with six weekly lecture periods held in the 
spring and in the fall. It is presented with the co- 
operation of the five medical schools in Chicago 
(see cut above). The last half of the course will be held 
this fall and dates will be announced in the near 
future. The Illinois chapter is already at work on 
the 1954-55 postgraduate program. 

Members of the Oak Park branch of the Illinois 
chapter have voted to change their name to the 
West Plaines chapter. Officers are Dr. Arthur 
Joslyn, president; Dr. Arthur Koven, vice-presi- 
dent; and Dr. Marie LoGalbo, secretary and 
treasurer. 

The Tulsa (Oklahoma) chapter sponsored a 
Cardiovascular Disease Conference on April 10. 


Guest speakers were from the University of Okla- 


homa and University of Texas. 

New officers of the Oklahoma chapter were in- 
stalled at the recent annual meeting in Tulsa (see 
cut at right). 

September 30 will be General Practice Day for 
members of the Michigan chapter. This will be 
observed in Detroit during the Michigan State 
Medical Society’s meeting. 

On November 10-11 the Michigan chapter will 
have its eighth Fall Postgraduate Clinic and annual 
meeting. 
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Dr. Clare C. Huggett has been installed as 
president of the Ingham county (Michigan) chapter. 
At the chapter’s recent annual meeting, Dr. Leland 
R. McElmurry was named president-elect, and Dr. 
William H. Harrison was elected secretary-treasurer. 

The Jefferson county (Kentucky) chapter has 
been sponsor of a course in Electrocardiographic 
Interpretation which has just closed after a series of 
ten weekly lectures in Louisville. Twenty hours 
postgraduate credit was awarded members taking 
part. 

The third annual meeting of the Kentucky 
chapter was held April 21-22 at Netherland Plaza 
Hotel in Cincinnati. Dr. Keith P. Smith of Corbin, 
chapter president, presided over the opening scien- 

(Continued on page 173) 


Oklahoma chapter officers. This quartet of Sooner state officers 
are pleased with plans for the coming year. Left to right are 
Dr. E. T. Cook, Jr., of Anadarko, president (seated); Dr. Roy 
Anderson of Cordell, vice-president; Dr. Elmer Ridgeway, Jr., of 
Oklahoma City, secretary-treasurer; and Dr. Earl M. Lusk of 
Tulsa, president-elect. 


ay 
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“run-down” patient 


with the correction of the accompanying 
low-grade anemia 


SUPPLIED: 


Roncovite Tablets—enteric coated, red. Each contains 
cobalt chloride, 15 mg.; exsicc. ferrous sulfate, 0.2 Gm.; 
bottles of 100. 

Dose: one tablet 4 times a day. 


Roncovite Drops—each 0.6 cc. contains cobalt chloride, 
40 mg.; ferrous sulfate, 75 mg.; bottles of 15 cc. with 
calibrated dropper. 
Dose: 0.6 cc. daily. 


BROTHERS, INC. CINCINNATI 3, OHIO 
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(Continued from page 171) 

tific session and also at the Annual Subscription 
Dinner. Mr. Ollie James, columnist for the Cin- 
cinnati Enquirer, spoke at the dinner. The Univer- 
sity of Cincinnati College of Medicine presented 
the second day’s scientific program. Dr. Garnett J. 
Sweeney of Liberty, president-elect of the chapter 
who was installed at this meeting, presided at the 
second session. 

The Mississippi chapter is making plans to spon- 
sor a one-day postgraduate course. The date and 
topic of the course will be announced this month. 

The New Mexico chapter had a booth at the 
Santa Fe meeting of the New Mexico Medical Society 
which was held May 13-15. The chapter officers 
are Dr. Leland S. Evans of Las Cruces, president ; 
Dr. A. Rosen of Taos, vice-president; and Dr. 
Pete J. Starr of Artesia, secretary-treasurer. 

Dr. G. H. Crook of Falls City and Dr. Thomas 
D. Fitzgerald of Alliance are two of the new assistant 
editors of the Cornhusker G.P., which is published 
by the Nebraska chapter. 

Dr. Roscoe L. Pullen, dean of the University of 
Missouri School of Medicine, was elected to honor- 
ary membership in the Missouri chapter on March 


7. Dr. Pullen, the nation’s youngest medical school 
dean, spoke at the Academy’s Sixth Annual Scien- 
tific Assembly in Cleveland. His topic was “Why 
Train for General Practice.” 

The Fifth Annual General Practice Clinic Day 
sponsored by the University of Washington School 
of Medicine for members of the Washington chapter 
was held April 16 in Seattle. Drs. Duncan Robertson 
and Charles Day represented the chapter on the 
program committee. 

Prior to its sixth annual scientific meeting (held 
April 14-15 in Indianapolis), the Indiana chapter 
sent with the printed program a Postgraduate 
Training Log for each member. These handy little 
books were sent out in the interest of making 
record-keeping of postgraduate requirements easier. 
It includes reprinted data on credit requirements, 
and space to keep record of expenses incurred 
while attending postgraduate meetings for income 
tax deduction purposes. 

During the interim session of the Texas chapter 
which was held recently in Austin, chapter Presi- 
dent C. F. Jorns announced, “The sum of $1,000 
has been placed in an Education Fund by the 

(Continued on page 175) 
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overcoming 
weight 
control 
obstacles 


Obedrin 


an d Patients can lose weight and maintain 
a restricted diet, in comfort, without 
the undesirable side effects « « 


60 10 70 EXCESSIVE DESIRE FOR FOOD 


ba sic Obedrin offers the full anorexigenic value of 
Methamphetamine to curb the desire for food, 
d j e t while counteracting mood depression. Patient co- 


operation is made easier. 


NERVOUS TENSION 


To avoid excitation and insomnia, Pentobarbital 
is the ideal daytime sedative. It counteracts over- 
stimulation by Methamphetamine, but does not 
diminish the anorexigenic action. 


VITAMIN DEFICIENCIES 

Obedrin tablets contain adequate amounts of 
vitamins B, and B, to supplement the 60-10-70 
Basic Diet, but not enough to stimulate the ap- 
petite. 


© EXCESSIVE TISSUE FLUIDS 


Large doses of Ascorbic Acid aid in the mobiliza- 


—— tion of fluids, so often an obstacle in obesity. 


Write For 
BULK Ni NECESSAR 
60-10-70 Diet 4 


Pads, Weight Charts The 60-10-70 Basic Diet provides enough rough- 


age, so artificial bulk is unnecessary. The hazards 
Sample Of of impaction caused by “bulk” producers is ob- 
Obedrin viated. 


Each tablet contains: 


Semoxydrine HCl 
s. E. MASSENGILL co. (Methamphetamine HCl) 
Pentobarbital 20 
Bristol, Tennessee 


Niacin 
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a mg. 
mg. 
Thiamine HCL............. 0.5 mg. 
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(Continued from page 173) 
Texas Academy of General Practice to pay expenses 
of speakers for the one-day seminars.” 

Speakers are drawn from medical schools in 
Texas. The $1,000 contribution will be replenished 
by registration fees charged physicians attending 
the one-day intensive medical courses. In months 
to come, more and more regional seminars will be 
generated in an expanding program sponsored by 
the Texas chapter. 

The regular spring meeting of the Maryland 
chapter was held May 13 in Hagerstown. Subjects 
which were discussed included: intracardiac sur- 
gery, hypertension in unilateral kidney disease, 
diagnosis and treatment of poliomyelitis, skin mani- 
festations of certain internal diseases, management 
of prolonged labor in childbirth, present-day con- 
cepts on burn therapy, and advances in neurology. 

Panel discussions followed both the morning 
and afternoon programs. The meeting closed with 
a cocktail hour. 

New officers of the Wyandotte county (Kansas) 
chapter are Dr. Lee Rook, president; Dr. M. R. 
Fitzpatrick, vice-president; Dr. Harvey Lloyd, 
secretary; and Dr. A. W. Bradford, treasurer. 


The Philadelphia (Pennsylvania) chapter, 
which has had a scientific meeting each month for 
more than five years, held its first full-day session 
recently. The program, arranged by Dr. Harry S. 
Dion and Dr. Louis H. Weiner, attracted 200 doc- 
tors from the area. 

Officers who were installed were Dr. Jacob 
Yanoff, president; Dr. Thomas M. Logan, re-elect- 
ed vice-president; and Dr. Joseph L. Williams, re- 
elected secretary-treasurer. 


Roses Conveying Appreciation Given To 10 
Honorees at Tyronza, Ark. Medical Meeting 


EIGHT outstanding physicians and two laymen were 
honored at a joint meeting of the First and Third 
Councillor Districts of the Arkansas Medical So- 
ciety on May 20 in Tyronza, Ark. 

The program was under the chairmanship of 
Academy member, Dr. L. H. McDaniel, councillor 
for the First District and newly-elected president 
of the Arkansas Medical Society. Some of the na- 
tion’s most outstanding men of medicine and noted 


‘lecturers participated in the program. 


(Continued on page 177) 


Raudixin,confirmed by time and test, 

is the most prescribed of rauwolfia preparations, 
It is the powdered whole root of Rauwolfia 
serpentina, containing all the alkaloids. 

wore: Raudixin tends to augment and stabilize 
the effect of more potent hypotensive agents 
—makes smaller dosage possible. 

Raudixin alone and combined with other hypotensive agents. 


DAYS 10 20 30 60 
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FOR DIAPARENE CHLORIDE 


(NO BORIC 


AT ANTI-ENZYMATIC SPECIFIC FOR “SORE-BOTTOM” 
IN THE NEWBORN AND PERIANAL DERMATITIS FROM DIARRHEA 


DIAPARENE PERI-ANAL is the first water-repellent to embrace 
the concept that perianal dermatitis may be caused by stool 
enzymatic action on the skin . . . by providing anti-enzymatic 


as well as antibacterial action. 


CONTAINS: Di-isobuty! cresoxy ethoxy ethyl di-methyl benzyl ammonium chloride 
monohydrate, zinc oxide, starch, cod liver oil and casein in a water-repellent base 


SUPPLIED: One ounce tubes and one pound jars 


Wir AY i ANTISEPTIC BABY POWDER PROMOTED AS BORIC ACID-FREE! 
Nir AY 4 NON-TOXIC, ANTISEPTIC DIAPER RINSE FOR AMMONIA DERMATITIS . 
WATER MISCIBLE OINTMENT FOR URINARY SKIN IRRITATIONS.... . 


® PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 SECOND AVENUE, NEW YORK 10, N. Y.—TORONTO 10, CANADA 
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(Continued from page 175) 

Preceding the clinical meeting, an appreciation 
session was held. Each of the ten honorees received 
a rose from a close personal friend as a symbol of 
appreciation for his service. Those honored were: 

Dr. George Lull, secretary and general manager 
of the A.M.A.; Dr. R. B. Robins, a past president 
of the A.A.G.P.; Dr. R. L. Sanders, president-elect 
of Southern Medical Association; Mr. C. P. Loranz, 
secretary of the Southern Medical Association for 
42 years; Dr. Seale Harris, past president of S.M.A.; 
Dr. R. C. Dickinson, immediate past president of 
Arkansas Medical Society; Dr. W. R. Brooksher, 
president of Arkansas Medical Society; Mr. Pop 
Hodge, the grand old man of Arkansas music; Dr. 
W. L. Pressly, A.M.A. Doctor of the Year 1949; 
and Dr. David G. Miller of Morgantown, Ky., for- 
mer A.A.G.P. director. 

Governor Francis Cherry of Arkansas welcomed 
the out-of-state guests and Dr. W. H. Moreland of 
Tyronza greeted the state guests. Senator J. W. 
Fulbright of Fayetteville, Arkansas and Dr. Frederic 
Ewens of Manhattan Beach, Calif., chairman of the 
Section on General Practice of the A.M.A., gave 
responses. 


Among the outstanding participants on the pro- 
gram were Dr. Elmer Hess of Erie, Pa., Dr. George 
Lull, Dr. Philip Thorek of Chicago, Ill., Dr. Louis 
Bauer of Hempstead, N.Y., Dr. Louis A. Krause of 
Baltimore, Md., and Dr. Kenneth McFarland of 
Topeka, Kas. 

Mr. Edmund Harding of Washington, North 
Carolina gave the after-dinner address which was 
entitled, ‘‘What Size Hat Should a Doctor Wear?” 
A book review by Dr. Frank Slaughter, a physician 
and noted author, was included in the ladies’ en- 
tertainment program. 

At the recognition ceremonies Dr. Hess present- 
ed a rose to Dr. Lull; the Hon. John McClellan of 
Arkansas to Dr. Robins; Dr. W. H. Anderson of 
Booneville, Miss., to Dr. Sanders; and Dr. Tom 
Spies of Birmingham, Ala. to Mr. Loranz. 

Dr. Fred Woodson of Tulsa, Okla. made the 
presentation to Dr. Harris; Dr. Fount Richard- 
son of Fayetteville, Ark. to Dr. Dickinson; Dr. Ear! 
Hunt of Clarksville, Ark. to Dr. Brooksher; Dr. 
John Bender, A.A.G.P. vice-president to Dr. Miller; 
Dr. R. C. Grier of Due West, S. C. to Dr. Pressly; 
and Mr. Paul Flowers of Memphis, Tenn. to Mr. 
Hodge. 


= QUADRINAL TABLETS CONTAIN FOUR 
DRUGS, EACH SELECTED FOR ITS 


PARTICULAR EFFECT IN CHRONIC 


Quadrinal, Phyllicin. Trademarks E. Bilbuber, Inc. 
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available on prescription only 


Anti-adthmatic Quadrinal tablets 


R Y2 or 1 Quadrinal Tablet every 
3 or 4 hours, not more than 


three tablets a day. 


Each Quadrinal Tablet contains ephe- 
drine hydrochloride % gr. (24 mg.), 
phenobarbital % gr. (24 mg.), Phyllicin 
(theophylline-calcium salicylate) 2 gr. 
(120 mg.), and potassium iodide 5 gr. 
(0.3 Gm.) 


Quadrinal Tablets are marketed in bottles of 100, 500 and 1000. 
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The gouty arthritic plays again... 


BENEMID. 


PROBENECID 


When you treat your gouty arthritic patient with | BENEMID accelerates the excretion of uric acid.* “No 
BENEMID, “lessening of joint disability and swelling”* —_ instances of refractoriness (have been) reported.”* 
follows the reduction (or even disappearance) of old Toxic reactions are rare. 

tophi. In less advanced cases, crippling gouty arthri-  @uyick information: BENEMID is available in 0.5 
tis has been prevented and “further enlargement of Gm. tablets. Dosage: 1 to 4 tablets daily. Contra- 
tophi . . . already formed” has been retarded." indication: renal impairment. 

Patients on BENEMID therapy have returned to 
useful work,’ even skilled use hands.? 1952; 3. Bull, Vancouver M.A.29:506. 1953. 
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Pro-Banthine: For Anticholinergic 
Action in the Gastrointestinal Tract 


Combined neuro-effector and ganglion inhibiting 


action of Pro-Banthine consistently controls 
gastrointestinal hypermotility and spasm and the 
attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 
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is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? administered Pro-Banthine 
to a series of 156 patients during the period of a 
year. These authors report that the oral adminis- 
tration of 30 mg. of the drug “resulted in marked 
and prolonged inhibition of the motility of the 
stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents and, 
if they occur, they usually are not sufficiently 
severe to warrant discontinuance of the drug. In 
Roback and Beal’s? series of 156 patients, “Side 
effects were almost entirely absent in single 
doses of 30 or 40 mg....” 

Pro-Banthine (8-diisopropylaminoethyl xanthene- 
9-carboxylate methobromide, brand of propanthe- 
line bromide) is available in three dosage forms: 
sugar-coated tablets of 15 mg. ; sugar-coated. tab- 
lets of 15 mg. of Pro-Banthine with 15 mg. of 
phenobarbital, for use when anxiety and tension 
are complicating factors; ampuls of 30 mg., for 
more rapid effects and in instances when oral 
medication is impractical or impossible. 

For the average patient one tablet of Pro-Ban- 
thine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. Searle 
& Co., Research in the Service of Medicine. 


1. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
A Clinical Evaluation of a New Anticholinergic Drug, Pro-Ban- 
thine, Gastroenterology 25 :416 (Nov.) 1953. 


2. Roback, R. A., and Beal, J. M.: Effect of a New Quaternary 
Ammonium Compound on Gastric Secretion and Gastrointestinal 
Motility, Gastroenterology 25:24 (Sept.) 1953. 
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BRAND OF MEPHOGARBITAL 


for the hyperexcitability 


Mebaral’s soothing sedotive effect is obtained without significantly 
clouding the patient’s mental faculties. 


Average Dose: 

Adults—32 mg. to 0.1 Gm, (optimal 50 mg.), 
3 or 4 times daily. ; 

Children—16 to 32 mg., 3 or 4 times daily. 


Tasteless tablets of 32 mg. (% grain) 
50 mg. (% grain) 
0:1 Gm: (1% grains) 
0.2 Gm. (3 grains) scored. 


al, trademark reg ‘U S. Pat. Off 
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hyperthyroidism 
hyperhidrosis 
_ WINTHROP-STEARNS INC. New York 18, N.Y. + Windsor, Ont > 
*Mebar 
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Relief and Repair in 


RHEUMATIC CONDITIONS 


Arthritis Sciatica Neuritis Neuralgia * Gout 


Glucuronolactone replacement therapy . . . counter- 
acts the degenerative influences of elevated serum 
hyaluronidase in rheumatic patients. 


Salrin . . . sodium-free salicylamide . . . does not 
metabolize to free salicylic acid . . . analgesic. 


Non-Toxic ..no known contra- 
indications . . . well tolerated. 


GLU-SAL Warren-Teed — bottles of 
100 and 500 tablets 


THE WARREN-TEED PRODUCTS COMPANY, 
COLUMBUS 8, OHIO 
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milk with 9% sugar; 20% fat 


The high content of sugar and fat 

undoubtedly reflects the relatively 

advanced development and slow rate 

of growth of the newborn elephant, 

whose high energy requirement is physiologically 
met by richer proportions of energy- $ 

supplying substances.’ These are specific 

specific for the species, even as 5% 

lactose is the specific carbohydrate 

for all newborn mammals. 


| for the young of man... 


human breast milk— 


**... the recipe of the most satisfactory 
food for a baby.’”® 


2. SIMILAC @ 


so similar to the milk of healthy, well-nourished 
mothers that there is no closer equivalent. 
Supplied: Similac Powder in tins of 1 lb., with 
measuring cup; Similac Liquid in tins of 13 fi. oz. 
1. Lampert, L. M.: Milk and Dairy Products, 

eMtUtrg, Brooklyn, Chemical Publishing Co., Inc., 1947, p. 10. 

; 2. Gunther, M.: Brit. J. Nutrition 6 (No. 2): 215, 1962. 


M & R LABORATORIES, Columbus 16, Ohio 
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The Prune Principle... for therapeutic 
correction of functional constipation 


No longer is it necessary to assume that side effects are an 
inevitable risk in the management of functional constipa- 
tion. A diphenyl isatin, identified by Harrower researchers 
as the active laxative principle of California prunes is 
contained in three products which offer complete flexi- 
bility of dosage for every conceivable laxative require- 
ment—and with new freedom from discomfort or laxative 
habituation. 


z 


Diacetylhydroxyphenylisatin (Harrower) is a synthetic 
analogue of the prune isatin, supplied as a 5 mg. tablet for 
single-dose laxation. Side effects are avoided because there 
is no systemic absorption. 


(PRULOSE COMPLEX ) The prune isatin, as represented in Isocrin, is 


combined in Prulose Complex Tablets and Liquid with 
balanced proportions of methylcellulose for moist bulk. 


Supplied in tablets, Prulose contains natural prune con- 
centrate and methylcellulose. It is essentially a dietary 
supplement which combines mild, natural stimulation 
and moist bulk. 


A note on your prescription blank will bring samples, 
dosage information, and case histories. 


930 NEWARK AVENUE, JERSEY CITY 6, N. J. 
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IN SWELLINGS... 
SPEEDS REDUCTION 


e Edema of Accident 


e Edema of Surgery (Preoperative Prevention, 
Postoperative Management) 


e Paraphimosis 
e Pretibial Swelling in Myxedema 
e Hemarthrosis in Hemophilia 


Injected directly into the swelling, WyYDASE 
simplifies reduction by speeding the intercel- 
lular escape of the confined fluid. WyYDASE 
works by enzymatic action—increases the 
permeability of tissues, accelerates the spread 
and resorption of trapped transudates and 
blood. As swellings diminish, so the attendant 
pain, discoloration, and disability subside. 
WybDAsE—the modern approach to the pre- 
vention and management of localized edema. 
Other uses: WYDASE indications include: 
increasing the spread of local anesthetics, 
speeding fluid absorption in hypodermoclysis, 
combating formation of urinary calculi, facil- 
itating separation of fibrous adhesions. 


INJECTION SOLUTION 


WYDAS E' 


HYALURONIDASE (STABILIZED) 


Supplied: Vials of 1 cc., 150 TR (turbidity- 
reducing) units. Also available: Lyo- 

philized WypDase. Supplied: Vials of 150 1 
and 1500 TR. units. x 
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new | 
dermatologic 
principle 


topical anticholinergic for skin disorders... 


PRANTAL CREAM 2% 


50 Gm. tube 
for local control of pruritus, sweating 


rapid relief in contact dermatitis, 
atopic eczema, dyshidrotic eczema, 
neurodermatitis, hyperhidrosis, 


and poison ivy dermatitis 


PranTAL® Methylsulfate 
(brand of diphenmethanil 
methylsulfate) 
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PHOTOGRAPH BY CHARLES KERLEE 


He'll skip dessert and like it, too! 


ALTEPOSE. 


Most overweight patients need your help to pass Quick Information: A practical adjunct to low 
up such rich foods—and still be content. ALTEPOsSE _ calorie diets, each ALTEPOSE tablet provides 50 mg. 
provides triple action in obesity. ‘Propadrine’ curbs = ‘Propadrine,’ 40 mg. thyroid and 25 mg. Delvinal. 
the appetite, Delvinalg controls nervous tension, | Dosage is one tablet two or three times a day, one- 
and thyroid helps convert excess fat into energy. half to one hour before meals. 
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for the 
hypertensive 
patient 


The need for safety in the long-term 
management of mild and moderate 
hypertension is met by Veratrite. 
Veratrite tabules contain the newly 
isolated Veratrum alkaloid fraction, 
cryptenamine, which has a unique zone 
of safety between the nausea-producing 


and therapeutic dose. 


VERATRUM VIRIDE 
IN ITS SAFEST FORM 


Veratrite may be prescribed with 
complete confidence that it is the safest 
drug for the management of hyper- 
tension because it provides satisfactory 
clinical control without undesired 

side effects. 


Each tabule contains whole-powdered 
Veratrum viride (containing crypten- 
amine)............-40 C.S.R.* Units 
Sodium Nitrite...............1 grain 
Phenobarbital...............4 grain 
*Carotid Sinus Reflex 


Bottles of 100, 500 and 1000. 


No safer drug in management of hypertension 


IRWIN, NEISLER & COMPANY <~ DECATUR, ILLINOIS 
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ABNORMAL DESIRE TO EAT... 


BETTER 
TOLERATED 


prescrieTion ff 


1:3 L/D ratio 


“... Biphetacel has been tested recently 
with excellent results. It contains the 1:3, I/d ratio 
of amphetamine phosphate together with methyl atro- 
pine nitrate (Metropine®) and sodium carboxy- 
methylcellulose (to reduce constipating effect of 
amphetamines). It has been administered to 236 over- 
weight patients over an average time of six weeks. 
The responses have been classified according to the 
patients’ subjective feelings in regard to appetite 
suppression, as follows: 14 patients—no effect; 30 
patients—slight effect; 105 patients—satis- 
factory effect; 87 patients—excellent effect...” 

S. C. Freed, M. D.—Newer Concepts in Treating 

Obesity, GP, Vol. VII, No. 1, Jan. 1953 


STRASENBURGH CO. 


MAKES 
THYROID 


UNNECESSARY 
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DRUG SENSITIVE “Sympathicatonic” 
Phosphate Monobasic..............5mg 
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there are more Picker 
100 ma x-ray combinations in active use 
today than any other similar apparatus 


because... 


whatever your x-ray need, there’s 
a “Century” combination to fill it 


; for example, you can choose among... 
* it’s so easy to use 60 mo, 100 and 200 ma capacity 


Se it gives such consistent results 


* it has such trouble-free stamina 


Somewhere in the broad “Century” line 
there’s a unit that’s right for you. 

Talk it over with your local Picker 
representative: he’s primed to serve you, 


PICKER X-RAY | CORPORATION 
25 South Broedway,| White Plains, N. Y. 
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_ _ rotating or stationary anode x-ray tubes 7 
Hand-operated or motor-driven spotfilm devices 
Table-mounted or birail (floor-to-ceiling) tubestands 
Motor-drive or hand-rock tilt tables 
Tall vertical or console type cabinets - 
CENTU 
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FOR SIMPLE, EFFECTIVE DRUG THERAPY 


IN EVERY GRADE OF HYPERTENSION 


The Riker Armamentarium 


The Riker armamentarium of hypotensive 
drugs—with its ascending scale of poten- 
cies—enables the physician to choose the 
right drug or combination of drugs for the 
individual patient. 

In mild, labile hypertension, marked by 
occasional “‘spiking’’ of blood pressure and 
symptom flare-ups, Rauwiloid—with its 
extraordinarily simple regimen—has been 
acclaimed a close approach to the ideal. 


For moderately severe elevation, and for 
the occasional patient in Grade I classification 
who does not respond to Rauwiloid, the com- 
bination of Rauwiloid + Veriloid usually proves 


Bein, H. J.: The Pharma y of Reserpin, 
a New Alkaloid from Rauwo! ha Serpentina 
Benth, Experientia 9:107 (1953). 


Cronheim, G.; Stipp, C., and Brown, W.: 
Hypotensive Agents from Rauwolfia Ser- 
pentina: Reserpine and Other Alkaloids, 
Abstr. Meet. Am. Soc. & 
Therap., Sept. 7-9, 1953; J. Pharma & 
Exper. Therap. 710:13 (Jan.) 1954. 


Ford, R. V.; Livesay, W. R.; Miller, S. L., 


a 5 Administered Puri 
Viride, 


CONFIRMED BY A VAST AND GROWING BIBLIOGRAPHY 


—_ R ine, Presented at A Sym- 
pital, Boston, Sept. 15, 13) 1 


setts Memorial Hos 


Mills, L. C., and Moyer, 
of Hypertension with Burned and Parenter- 
90: 0-587 (Nov.) 1952. 


and Moyer, J. H.: Preliminary Observation Boyer, J. H., 


effective and is well tolerated in a high per- 
centage of patients. 

In very severe, recalcitrant, or rapidly pro- 
gressing hypertension, when the most potent 
drugs appear justified, the combination of 
Rauwiloid+Hexamethonium lessens the risk 
of ganglionic blockade. 

In each instance, the Riker armamen- 
tarium—described in the three pages following 
—greatly simplifies patient management... 
makes dosage adjustment a remarkably simple 
procedure ...and gives the patient what he 
desires most—freedom from the distressing 
symptoms—a new, tranquil outlook—and in 
most instances a new ability to cope with 
work and life. 


with Severe Forms of H: nsive Dis- 
England Med. 246:397 (Mar. 


tins R. i Clinical Trial of Rauwolfia 
ial H Brit. 


, J. H.: Treatment Serpentina 


in Essent: 
Heart J. WI: 350 (Oct.) 1949. 


ye = R. W.: New Drug Therapies 
Arterial Hypertension, Ann. Int. Piel 
37:1144 (Dec.) 1952 

Wilkins, R. W.: Combination of Drugs in 
the Treatment of Essential Hypertension, 


of Ver- 
. Int. Med. 


f Rauwolfia Serpentina Tt Therapy of H 
tension, M. Rec 77-008 (Aug.) ent. Am. J. M. Sc. 226:477 Mississippi Doctor 30:359 (Apr.) 1953. 
1953. 
Wilkins, R. W., and Judson, W. E.: The 
Ford, R. V. and Moyer, é H.: Extract of Muller, J. M.; Schlittler, , and —~ Use of Rauwolfia Serpentina in Hyperten- 
Rauwolfia ntina in Hypertension, GP | ee Reserpin, the by sive Patients, New England J. Med. 248:48 
8: (Nov.) 1 Se Serpentina ‘Benth, (Jan. 8) 1953. 
entia 


Ford, R. V. and —— J._H.: Preliminary 
Observations of Rauwiloid-Hexamethonium 


Combined Therapy of Hypertension, Am. 

Heart J. 46:754 (Nov.) “30 

Furlenmeier, A.; Luca: Phillamy, em Research 
B.; Muller, J. M.. and lished. 

the of "Reserpin, Experientia Stearns, N 

9:331 (1953). 


Judson, W. E.: Clinical Effects of Rauwolfia, 


Sellers, A. M., and Hafkenschiel, J. H.: The ton, J 
Effect of Intravenous Reserpin upon the 
lood Pressure of —— Subjects, 


. S., and Ellis, L. B.: Acute Ef- 
fects of Administration of a 
Preparation of Veratrum Viride in Patients 953 


Waites ; Judson, W. E., and Stan- 
Observations on 
‘Serpentina in Hypertensive Pa- 
tients, New England liovas. Soc., 
ings, to be pub- 1951-1952, p. 34. 


Winsor, T: and the Alsero 
Alkaloids of Rauwolfia Serpentina in 
Arizona Med. 10:419 "(Dec) 
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A selective alkaloidal extract of Rauwolfia serpentina, 


Rauwiloid represents approximately 2 per cent of the ~~ 


total root and 35 to 50 per cent of its alkaloidal 
content (due to inconstancy of root content). 


Thus Rauwiloid is freed from the inert dross of the 
mother substance, a distinct advantage over whole 
root preparations. 


It differs from single alkaloid preparations in that 
the actions of its several contained alkaloids apparently 
complement, augment, and buffer each other. This 
makes for intensified desirable actions, fewer side 
actions, and lessened intensity of such side actions as 
may occasionally occur. 

Rauwiloid, standardized chemically, and evalu- 
ated biologically in dogs for hypotensive effect, pro- 
duces moderate hypotensive action . . . exerted slowly and 
gradually ... but prolonged for some time after with- 
drawal . . . mild bradycrotic, calming and sedative (non- 
soporific) effects...rapid relief of symptoms. e No 
contraindications, virtually no side actions, no postural 
hypotension. e Therapy begins with 2 tablets (2 mg. 
each) once a day, best at bedtime. Maintenance dose, 
after adequate effect has been reached, is rarely more 
than 1 tablet on retiring. ¢ In bottles of 60 tablets, 
an average month’s supply. 


SIMPLE DOSAGE REGIMEN 


TWO TABLETS 
. AT BEDTIME 


150- 


THE ALSEROXYLON EXTRACT 
OF RAUWOLFIA SERPENTINA 


CRYSTALLINE ALKALOID 
OF RAUWOLFIA SERPENTINA 


Serpiloid (reserpine, Riker) one of 
the alkaloids in the alseroxylon ex- 
tract, in a measure shares the 
actions of Rauwiloid. When an iso- 
lated alkaloid is preferred, Serpiloid 
leads to gradual, moderate lower- 
ing of tension, induces tranquility, 
relieves hypertensive symptoms. 
Dosage adjustment presents little 
difficulty, and there are no con- 
traindications. @ Side actions 
(increased intestinal motility, drow- 
siness, lethargy, muscular aching, 
nightmares) are somewhat broader 
than with Rauwiloid, but usually can 
be controlled by dosage adjustment. 


Therapy is initiated with 1 tablet 
(0.25 mg.) t.i.d. or q.i.d., to be ad- 
justed after adequate time for hypo- 
tensive effect. @ In bottles of 100 
scored tablets, 0.25 mg. each. 


AVER 
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AVERAGE DURATION OF THERAPY 21 WEEKS 


AVERAGE OF 15 PATIENTS TREATED WITH RAUWILOID (Wilkins & Judso 
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THERE IS MORE, TURN THE PAGE 
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IN A SINGLE 
TABLET 


IN MODERATE TO SEVERE HYPERTENSION 


When more potent hypotensive action is needed 
—as in moderate to severe hypertension and 
in the instances of milder elevation in which 
Rauwiloid alone does not suffice—the com- 
bination of Rauwiloid+Veriloid provides effec- 
tive therapy with least risk. 

The two components apparently are syn- 
ergistic, potentiate each other, so that smaller 
dosages, usually well tolerated, produce the 
desired hypotensive effect together with rapid 
relief of symptoms. 

Rauwiloid+Veriloid presents the two drugs 
in one tablet —a notable advantage over multi- 
ple drug therapy and an appreciated conven- 
ience for the patient. Each scored tablet con- 
tains 1 mg. of Rauwiloid and 3 mg. of Veriloid. 

Since the actions of both drugs are cen- 
trally mediated and since neither produces 


TREATMENT WITH RAUWILOID + VERILOID (atte 


Pulse Rate 

OTHER meDicarion 


20 30 40 


ganglionic blockade, postural hypotension is 
not engendered. 

Veriloid (the alkaloidal extract alkavervir 
of Veratrum viride) lowers blood pressure 
promptly; the hypotensive action of Rauwiloid 
exerted gradually, stabilizes the action of 
Veriloid. Associated symptoms are relieved 
rapidly, tachycardia is overcome, and a calm, 
tranquil outlook ensues. 

Contraindications are only those to Veri- 
loid. In the dosage ordinarily required for its 
full hypotensive effect, Rauwiloid+Veriloid 
rarely leads to the side actions encountered 
with Veriloid alone. 

Initial dose, 1 tablet t.i.d., best after meals. 
After two weeks (for Rauwiloid effect), increase 
if required. ¢ In bottles of 100 scored, slow- 
dissolving tablets, an average month’s supply. 


ONE TABLET T.I.D. 


AFTER MEALS 


LABORATORIES, INC. sens ve. «vs 
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Ganglionic blockade therapy — because of un- 
predictable side actions to hexamethonium, 
the risks involved, and the close patient super- 
vision needed —often is considered a “‘last re- 
sort’’ in antihypertensive drug treatment. With 
Rauwiloid added, oral hexamethonium therapy 
becomes simpler, safer, easier to manage. 

Thus the full hypotensive effect of hexa- 
methonium is realized from reduced dosage— 
frequently up to 50 per cent less. Side actions 
to hexamethonium are greatly reduced in in- 
cidence as well as severity, and the attained 
lower blood pressure is stabilized. 

Constipation, always a threat with hexa- 
methonium, is held in abeyance by the peri- 
stalsis stimulant action of Rauwiloid. Tachy- 
cardia is overcome by Rauwiloid’s bradycrotic 
influence, and anxiety is replaced by a feeling 
of tranquil well-being, without barbiturate 
sedation. 

Contraindications and cautions are only 
those to hexamethonium. Careful patient in- 
struction and supervision remain mandatory. 


IN SEVERE OR RAPIDLY 
PROGRESSING HYPERTENSION 


IN A SINGLE 


TABLET 


COMPARISON OF CLINICAL COURSE DURING HEXAMETHONIUM ALONE 
AND HEXAMETHONIUM SUPPLEMENTED WITH RAUWILOID 


RAUWILOID ADDED 
FOR 2 MONTH 


50- 
48 HOURS | 48 HOURS 


(AFTER FORD AND MOYER) 


For details of this simpler therapy write for 
brochure ‘‘Rauwiloid+Hexamethonium in Se- 
vere, Intractable Hypertension.” 

Therapy should be initiated with % tablet 
q.i.d., not less than 4 hours apart, best before 
meals and at bedtime. After two weeks (for 
Rauwiloid effect), increase daily dosage by 1 
tablet, not oftener than twice weekly, until 
desired effect is reached. e e In bottles of 
100 scored tablets, each containing Rauwiloid 
1 mg. and hexamethonium 250 mg. 


INITIALLY 
Y2 TABLET Q.I.D. BEFORE 


MEALS AND AT BEDTIME 


IN HYPERTENSIVE CRISES 
Encephalopathy * Pregnancy Toxemias 


Intravenous Solution Veriloid* and —— 
Intramuscular Solution Veriloid* 2-1 
provide for immediate and sustained 
control of the critically elevated ~-“ 

blood pressure. Complete instruc- 
tions for use accompany eachampul. 
Parenteral therapy should be fol- 
lowed by carefully supervised oral 
therapy based on prognosis. 


Supply: Solution Intravenous, in boxes of six 5 cc. am- 
puls; Solution Intramuscular, in boxes of six 2 cc. ampuls. 


LABORATORIES, 


N 8480 BEVERLY BLVD. LOS ANGELES 48, CALIF. 
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Subtle 
sedation 


without 
barbiturate 


Sedamyl® gently relieves anxiety and tension generated by social pressure and personal 
tragedy. Why? Sedamy] is an “unusually safe and practical”! non-barbiturate sedative. 

Patients on-Sedamy] stay alert, stay out of the barbiturate fog, avoid the groping travel between 
hypnosis and hangover. In fact, 9 out of 10 may get smooth yet decisive relief from anxiety 
and tension!. .. and never experience lethargy or letdown during or after Sedamyl] sedation. 


“"SEDAMYL 


ACETYLEROMDIETHYLACETYLCARBAMID, SCHENLEY) 


relax anxiety, transform tension into a smile 


Each Sedamy] tablet provides 0.26 Gm. (4 gr.) 
acetylbromdiethylacetylcarbamid, Schenley. 


1. Tebrock, H. E.: M. Times 79:760, 1951. 


Schenley Laboratories, inc., New York 1, New York 


ax 


BRONCHIAL ASTHMA 


dramatic relief even in the “refractory” patient 


Even asthmatics who have proved refractory 
to all customary measures including epine- 
phrine (and even to other forms of ACTH) may 
benefit dramatically from HP*ACTHAR Gel. 

Fast relief in severe attacks of bronchial 
asthma can be confidently expected with 
HP*ACTHAR Gel given either subcutaneously 
or intramuscularly. HP*ACTHAR Gel may 
also provide long-lasting remissions. 

When used early enough, HP*ACTHAR Gel 
may become a valuable agent in prolonging 
the life span of the asthmatic. The authori- 
tative Journal of Allergy stresses: ACTH 
“should not be withheld until the situation 
is hopeless.” ! 

1. Editorial, J. Allergy 23: 279, 1952. 


(IN GELATIN) 


*Highly Purified. HP*ACTHAR® Gel 
is The Armour Laboratories Brand 
of Purified Adrenocorticotropie Hor- 
mone—Corticotropin (acTH). 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 
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FOR A MORE EFFECTIVE OFFICE PRACTICE — 


~" Profit from the experience of thousands of other L-F users, 
choose the Model SW 660 short-wave Diathermy. It’s 
simple to operate, easy to use and SAVES hours of your 
time. With this diathermy, there’s no need for the busy 
doctor to refer or defer diathermy treatments. Prescribe 
for and treat your patients in your office. 


THE LIEBEL-FLARSHEIM COMPANY 


CINCINNATI 15, OHIO 
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POWDER 


| # Yaginal acid reaction is an important factor 
ig Preserving the normal vaginal flora and in 


Jagippressing the growth of undesirable invad- 


. It is rational, therefore, to use cleansing 
nd therapeutic applications with an acid pH. 
Massengill Powder in the standard solution 
has\a pH of 3.5 to 4.5, approximating the 
acy the normal, healthy vagina. 


‘Massengill Powder solution provides a vag- 
inal douche that is cleansing, soothing, deo- 
dotizing, and\highly useful as an adjunct in 
the treatment of many pathological conditions 
of the vaginal tract producing leukorrhea. Be- 
cause the solution is nonirritating, it can be 
used for routine feminine hygiene. Its clean, 
refreshing odor makes Massengill Powder ac- 
ceptable to the most fastidious patient. 


Massengill Powder contains: Boric 
Acid, Ammonium Alum, Berberine Salt, 
Phenol, Menthol Isomers, Thymol, Eucal- 
yptol and Aromatics. 


j 
THE S. E. MASSENGILL ‘COMPANY 
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GENEROUS SAMPLE 
ON REQUEST 
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invitation to asthma? 


not necessarily . 


Tedral, taken at the first sign of attack, often 
forestalls severe symptoms. 


relief in minutes . . . Tedral brings symp- 
tomatic relief in a matter of minutes. Breathing 
becomes easier as Tedral relaxes smooth muscle, 
reduces tissue edema, provides mild sedation. 


for 4 full hours ...Tedral maintains more 
normal respiration for a sustained period—not 
just a momentary pause in the attack. 


Prompt and prolonged relief with 
Tedral can be initiated any time, day or night, 
whenever needed, without fear of incapacitat- 
ing side effects. 


Tedral provides: 

theophylline ..... 2 gr. 
Cones ¥g gr. 
phenobarbital Vg gr. 


in boxes of 24, 120 and 1000 tablets 


Tedral 


NEW YORK 


WARNER-CHILCOTT 


To reduce voluntary food intake, every 
curb appetite AM PLUS capsule provides 5 mg. of 
dextro-amphetamine sulfate 


while maintaining 


The balanced AM PLUS formula assures 
sound nutrition adequate vitamin-mineral supply, essential 


in any weight control program 


each capsule of contains: 
DEXTRO-AMPHETAMINE 
5 mg 
5,000 U.S.P. Units 
400 U.S.P. Units 
Thiamine Hydrochloride.................. 2 mg. 
2 mg. 
Pyridoxine Hydrochloride................ 0.5 mg. 
Calcium Pantothenate...................... 3 mg. 
Calcium . 242 mg. 


GPe June, 1954 


Cobalt 0.1 mg. 
3.33 mg 
0.33 mg. 
0.2 mg. 
0.4 mg. 


536 Lake Shore Drive, Chicago 11, Illinois 


a. 
| 
4 
with 
‘ 
189 


When in the judgment 
of the physician... 


The success or failure of conception control in any given case is 
_of immeasurable importance to the patient concerned 
and the physician whose advice has been sought. 


Only the physician is qualified to select the technic best 
adapted to the needs of the patient. 


©r053, JULIUS SCHMID, INC. 


HEN in the judgment of the 

physician, jelly alone is suffi- 
ciently protective, RAMSES® Vaginal 
Jelly* is a contraceptive of choice be- 
cause (1) it occludes the os uteri for at 
least 10 hours after coitus, and (2) it 
immobilizes the spermatozoa in the 
fastest time recognized by the official 
Brown and Gamble technic. 


HEN in the judgment of the 

physician, the diaphragm-jelly 
technic is required the RAMSES TUK-A- 
way® Kit provides all the essentials for 
maximum occlusive and immobilizing 
action. Each kit contains a RAMSES ‘e 
Flexible Cushioned Diaphragm of pre- 
scribed size, a RAMSES Diaphragm In- 
troducer, and a regular size (3-oz.) tube 
of RAMSES Vaginal Jelly. 


©1953, JULIUS SCHMID, INC. 


gynecological division 


JULIUS SCHMID, INC. 


423 West 55th Street, New York 19, N. Y. 


quality first since 1883 


*Active agent, dod thyl lycol monolaurate 
5%, in a base of long-lasting barrier effectiveness. 
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for allergic infants= 
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complete hypoallergenicity 


plus optimal nutrition 


Nutramigen is a completely hypoallergenic, nutritionally optimal 
infant formula. Protein nutrients are supplied by Amigen, a predigested 
casein hydrolysate in which the protein molecules are broken 
down into amino acids and small peptides. Nutramigen does not 
merely substitute one source of protein for another, as in 

the use of goat’s milk or soybean “‘milk’’ in place of cow’s milk. 


All constituents of Nutramigen—protein, carbohydrate, fat, 
vitamins and minerals—are hypoallergenic. Hence, the 
usefulness of Nutramigen is not limited to milk protein 
sensitivity ‘alone. Nutramigen is equally valuable for infants 
with other food allergies, and in various digestive disturbances. 
Nutramigen contains synthetic B vitamins and chemically pure 
minerals in amounts corresponding to those in milk. 
Supplemental amounts of vitamins A and D are also included. 


Supplied in convenient powder form, Nutramigen is easy to 
prepare. One packed level measure to 2 ounces of water 
makes a formula supplying 20 calories per fluid ounce. 


NUTRAMIGEN 


The completely hypoallergenic formula for infants 


MEAD JOHNSON & COMPANY « EVANSVILLE, INDIANA, U.S.A, 
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Wherever it itches 


~ 
al 


Retafen 


brings relief... 


Antipruritic, 

antibacterial, antifungal— 

RETAFEN acts promptly to provide 
effective relief from the nagging torment 
of itching, soothes and protects inflamed 
and irritated tissue, and guards against 
infection of open lesions. 


RETAFEN Ointment combines 


hexachlorophene, phenol, resorcinol, 
oil of tar rectified and zinc oxide in a 
polyethylene glycol base— 

greaseless and non-staining. 


Supplied in 1 ounce tubes 


and 33/4 ounce jars. 


\i/ VANPELT & BROWN, INC. + Pharmaceutical Chemists * RICHMOND, VIRGINIA 
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for rapid improvement in acne— 1 JUG 


J.M. before ‘Acnomel’ therapy. All previous treatments 
which had been tried were unsuccessful in relieving her 
stubborn acne condition. 


clinically proved active ingredients frequently 
bring definite improvement in acne—not in months or 
weeks, but in days. Its base is grease-free; contains no oil 
or wax to aggravate lesions. 


‘Acnomel’ is flesh-tinted. It masks unsightly acne lesions; 
yet it is virtually invisible when applied. Consequently, 
‘Acnomel’ can be applied at any. time during the day or 
before retiring. 


Reg. U.S. Pat. Off. 


After 35 days of ‘Acnomel’, as prescribed by her 
physician. Greasiness has diminished; many inflamed 
comedones have resolved. 


‘Acnomel’ Cream, in 1% oz. tubes, formulated especially 
for patients with oily skin. 

‘Acnomel’ Cake, in attractive 1 oz. plastic containers, for 
patients with dry, sensitive skin. 


*‘Acnomel’ Cream: 8% sulfur, 2% resorcinol and 0.25% 
hexachlorophene in a stable, grease-free, flesh-tinted vehicle. 
*‘Acnomel’ Cake: 4% sulfur, 1% resorcinol and 0.25% hexachlorophene 
in a washable, flesh-tinted cake base. 


ge 
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Tablets - Elixir - Spansulet capsules 


Smith, Kline & French Laboratories, Philadelphia 


ad ‘ *T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
+Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). 


I Ine - Acknowledged to be the agent of choice 


HYDROCHLORIDE 


(HYDRALAZINE HYDROCHLORIDE CIBA) 


ine 


Apresol 
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products of performance 


Apresoline 


THE PATIENT REPORTS 
progressive relief of 
hypertensive symptoms 
if present. 


YOU OBSERVE 
benefits in up to 80% of cases: 
e.g., hypertension gradually 
reduced, renal circulation 
improved, eye-ground changes 
may be reversed. 


THE LITERATURE REPORTS 
therapy is generally well 
tolerated with initial 

low dosages, gradually 
increased,”** Patient 
response is the guide to 
dosage adjustment.‘ Optimal 
maintenance dosage level 

is usually reached only 
after 3 weeks or more; 
marked therapeutic effect 
cannot be expected with 
initial low dosages.* 

1. Hafkenschiel, J. H., and Lindauer, M.A.: 
Circulation 7: 52, 1953. 

2. Schroeder, H. A.: Ci 5: 28, 1952. 
3. Riven, S.S., Pocock, D. G., Kory, R.C., 
Roehm, D.C., Anderson R. S., and 
Meneely, G. R.: Am. J. Med. 14: 160, 1953. 
4. Taylor, R. D., Dustan, H. P., Corcoran, 


A. C., and Page, |. H.: Arch. Int. 
Med. 90: 734, 1952. 


Giba Summit, N. J. 
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tension 


Tension in the average patient is not a 
continuous state. It is not exhibited at a 
constantly high level throughout the day 
and night. 


N l DAR In direct contrast to preparations 


In the vast majority of cases tension is 
exhibited in daily cyclic peaks . . . brought 
about by the pressures of modern living. 


To alleviate the symptoms of tension 
a sedative is required. But in view of the 
fact that tension is exhibited in cyclic 
peaks . . . continuous sedation is unneces- 
sary. It only tends to ‘‘overdrug’’ the 
patient. It may even affect the patient’s 
efficiency during the day. 


for “around the clock” sedation, is a new 
formulation especially designed to reduce 
the patient’s tension when it exists. 
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for individualized control of tension peaks 


A 


NOON 


Each light green scored Nidar tablet contains: 


Secobarbital Sodium.............. 3% gr. 
Pentobarbital Sodium............ 3% gr. 
Butabarbital Sodium............. ly gr. 


In bottles of 100 tablets 


Nidar works so effectively in relieving tension patterns because 
of its .. . rapid onset . . . additive action . . . and short dura- 
tion of activity. 


Nidar is of great value as a hypnotic. It provides rapid 
onset of sleep, while allowing the patient to awaken refreshed 
without hangover. 


Dosage will depend on the occurrence of tension peaks 
during the day. On the average it will be one tablet in the 
morning, and one tablet in the afternoon. The suggested hyp- 
notic dose is one or two tablets 44 hour before retiring. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY «© CHICAGO 11, ILLINOIS © 


Short-acting NIDAR provides sedation when necessary 
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ability 


pain 


is among 
ereatest 
of the physician” 


—and by all odds pain is the most common com- 
plaint for which patients consult physicians. 


To give the physician a wider range of attack on 


pain, a new analgesic has been combined with the “intermediate’”’ 
sedative, Butisol, and the widely prescribed sympathomimetic, 


Syndrox, in— 


TRADEMARK 


A to Pan Control: 
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Algoson acts by: 


|: reducing perception of pain—through the new analgesic, acetyl-p-amino- 
phenol (250 mg. per tablet), which acts chiefly on the thalamus. 


9. reducing responsiveness to pain—through Butisol® Sodium (7.5 mg. per - 
tablet)—“‘intermediate”’ sedative with mild, prolonged action. 


3 + reducing reaction to pain—through Syndrox® Hydrochloride (1.25 mg. per 
tablet). Syndrox promotes a feeling of well-being, in keeping 
with the dictum that “emotionally depressed patients do not 
respond to analgesics as well as euphoric patients.’”* 


Algoson. —may we send you a clinical supply of this valuable new pre- 
scription product for relief of pain? If so, please let us know. Supplied in bottles of 
100 and 1000 tablets (orange-colored), imprinted ‘McNeil.’ 


1. Hammes, E. M.: Pain Relieving Drugs, The Journal Lancet, 72:67 (Feb.) 1952. 


2. Rehfuss, M. E.; Albrecht, F. K. and Price, A. H.: Practical Therapeutics, Baltimore, Williams & 
Wilkins Company, 1948, p. 128. 


CABORATORIES, INC. 
PH! LADELPHIA 32, PA. 


New Mead product 


important to all physicians 
who feed infants 


This is the control panel of Mead’s newly 
am 68h developed processing equipment for 
Liquid Sobee, making possible a hypoallergenic formula 
with outstanding advantages. 


HYPOALLERGENIC FORMULA 


sonNSON & COMPART 
‘Evansville USA 


al the hypoallergenic soya formula for infants 


Formula Vitamin Parenteral 
Products Products 


| N t ‘ t i 
ow...a nutritionally 
SN 
| = 
— soybean oll, coconut oil, calcium 
chloride, dicaicium phosphate, chondeus 


superior hypoallergenic formula 


More than five years of research and clinical testing have resulted in the development of 
Liquid Sobee—another outstanding contribution to infant nutrition made by Mead 
Johnson & Company. Liquid Sobee® is a nutritionally well balanced soya formula for 
routine use at the slightest suspicion of the infant's sensitivity to animal protein. Because 
it is exceptionally well tolerated, Liquid Sobee is also of great value in colic caused by 
allergies. Liquid Sobee does not produce the diarrhea often associated with the usual 


“milk substitutes.” 


Nutritionally superior...for better growth 


Liquid Sobee is far more than a mere substitute for cow's milk. It is a well balanced for- 
mula to which nothing but water need be added. Liquid Sobee provides generous protein, 
balanced amounts of carbohydrate, and easily metabolized fat. The caloric distribution 


is based on the authoritatively recommended standards for infant formulas. 


Careful laboratory evaluation studies demonstrate that Liquid Sobee provides decidedly 
better growth rates than the usual “milk substitutes.” Mead's new and dramatically dif- 
ferent processing methods prevent the usual destruction of certain important amino acids 


and vitamins. 


Physically superior...tastes good...does not separate 


Mead's new processing methods provide physical advantages, too. In contrast to the usual 
“milk substitutes,"’ Liquid Sobee tastes good, has no unpleasant “burned” flavor, and its 
color is light and appetizing. Another feature is that Liquid Sobee does nof separate and 


requires no shaking. 


Easy to prepare 


Liquid Sobee is convenience itself. One part Liquid Sobee to 1 part water make a hypoal- 


lergenic formula supplying 20 calories per fluid ounce. 


MEAD JOHNSON & COMPANY: EVANSVILLE, INDIANA, U.S.A. 


RAPID CURES 


of urinary tract infections 
prevent permanent kidney damage 


Infections of the lower urinary tract rarely remain 
localized for any length of time. The kidneys are 
often invaded rapidly unless effective treatment 
is instituted immediately. Hence, the choice of the 
first drug used may decide the fate of the kidneys. 


FURADAN TIN 


brand of nitrofurantoin, Eaton 


Furadantin is unique, a new chemotherapeutic 
molecule, neither a sulfonamide nor an antibiotic. 


RAPID acTion. Within 30 minutes after the 
first Furadantin tablet is taken, the invaders are 
exposed to antibacterial urinary levels. 


“WIDE ANTIBACTERIAL RANGE. Furadantin 
is strikingly effective against a wide range of clini- 
cally important gram-negative and gram-positive 
bacteria, including strains notorious for high 
resistance. 


Scored tablets of 50 mg. &> Bottles of 50 and 250. THE NITROFURANS— 


Scored tablets of 100 mg. Bottles of 25 and 250. UNIQUE CLASS 
OF ANTIMICROBIALS onl 
PRODUCTS OF 


> Also available: Furadantin Pediatric Suspension, con- EATON RESEARCH 


taining 5 mg. of Furadantin per cc. Bottle of 4 fi. oz. 


NORWICH, NEW YORK 
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Radiograph and color photograph reveal 
presence and nature of lesion. 


Before...and after 


Radiography and photography are an indispensable working team, 
invaluable for diagnosis today . . . for teaching and review tomorrow— 
or weeks, months, years later. Both radiography and photography 

see and record for physician, surgeon, teacher, and student— 

‘or present and future reference and research. 


The cut section and the photomicrograph shown above are from the 
same specimen and they are reproduced at the same magnification. 


Both eyes from a premature infant, aged 5 months, 
showing “retrolental fibroplasia.” Two different stages 
of progressive detachment of the retina are seen. Phthisis bulbi with ossification, 


ILLUSTRATIONS ARE FROM “GROSS PATHOLOGY OF THE EYE,” VOLUME 28, NUMBERS 3 AND 4, “MEDICAL RADIOGRAPHY AND PHOTOGRAPHY.” 


For Radiographs: Kodak Blue Brand X-ray 
Film and Kodak x-ray processing chemicals 
meet the most exacting requirements. They 
are always dependable—uniform. Quality 
controlled—rigidly tested—they are made 
to work tc gether. 
For Color Photographs: Kodachrome Film 
for miniature and motion-picture cameras 
(prices include processing by Kodak); 
Kodak Ektachrome Film and Kodak Ektacolor Film, Type 
B, for sheet-film cameras; Kodak Ektachrome Roll Film, 
Nos. 120 and 620, for roll-film cameras (can be processed 
locally). 


Order x-ray products from your x-ray dealer, 
photographic products from your photographic dealer. 


EASTMAN KODAK COMPANY, Medical Division, ROCHESTER 4, N. Y. 
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Reference for d¢ info: 


a remarkable new drug 


—remarkable because of its diverse pharmacological activity: 


* controls apomorphine-induced vomiting in dogs 
* produces sedation without hypnosis 

* causes muscular relaxation 

¢ interrupts conditioned reflex in rats 

* potentiates analgesics, anesthetics, sedatives 


* produces hypothermia 


—remarkable because preliminary clinical studies 


have indicated its potential usefulness in: 


general medicine * surgery 
¢ obstetrics and gynecology ° dermatology 
neuropsychiatry pediatrics 
° anesthesiology * geriatrics 
for hydrochloride, $.K.F. it is Patent 2645640 


-chlorphenothiazine hydrochloride. 


A i 
| 


a new therapeutic agent with profound pharmacological activity 


‘Thorazine’ first attracted attention when laboratory studies 
demonstrated that it exerted unique effects on both the central and 
autonomic nervous systems, the cardiovascular system and the 
skeletal-muscular system. It seemed clear that with a compound 
that possessed such a diversity of pharmacological effects, the 
scope of its possible clinical applications would be extremely wide. 


‘Thorazine’ was then investigated in man and was found to possess 

the ability to control nausea and vomiting, to relieve certain neurotic 
conditions and psychiatric states, and to induce an unusual type of 
sedation. Furthermore, experimental work has shown that the drug can 
alleviate certain cases of pruritus, lower body temperature, 

and can potentiate the effect of analgesics, anesthetics, sedatives, 

and muscle relaxants. 


Since the possible clinical uses of “Thorazine’ are so numerous, 
work is being directed towards confirming, one by one, the drug’s 
outstanding indications. And one of the first uses to be confirmed 
is the dramatic control of nausea and vomiting. 


Presently available at your pharmacy and hospital, 


for control of nausea and vomiting?: 
10 mg. and 25 mg. tablets, and 50 mg. ampuls (2 cc.). 


Smith, Kline & French Laboratories, Philadelphia 


‘Information on use of “Thorazine’ in neuropsychiatry available on request. 
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... with an eye to the 
“BUGGY 'N BIKE” se! 


to Nutrient Needs of Pre-schco! Child 


VITAMIN A 


RIBOFLAVIN 


wacin 48 


80 90 100 
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Dairy Foods 


Other Animal Products 


Al other Foods /////////) 


Based on menu typical of American food habits 


Learning to ride a bike or pushing a doll buggy 
around the block are part of the pre-schoolers 
big job of growing up — so is learning to eat a 
variety of foods, to meet the nutrient needs of 
growth and to establish good eating habits 
for a healthy life. 

Protein is essential for the child’s developing 
muscle, and for growth of bone as well. Milk 
and milk products are the primary source of 
protein in the diet of young children.' Eggs, 
meat, fish and poultry are also sources of high 
quality protein and should be included in the 
child’s diet. 

Calcium, phosphorus, and vitamin D are re- 
quired for the normal calcification of bones 
and teeth, a continuous process during growth 
...even during the period of slow linear 
growth. One quart of vitamin D fortified milk 
per day will provide adequate quantities of 
these nutrients during pre-school years.! 

Iron, copper, and certain other minerals are 
needed for red blood cell formation and as 
catalysts in various enzyme systems. These 
nutrients are provided by eggs, meats, fish, 
fruits, vegetables, and whole grain or enriched 
cereals. 


All the essential vitamins must be provided 


for the formation and functioning of normal 
body tissues. Milk and milk products are the 
main source of riboflavin and of pre-formed vita- 
min A in children’s diets . . . and provide some 
of all the other known vitamins. 


Whole grain or enriched cereals and legumes 
supplement dairy foods and meats as sources 
of the B-vitamins. Citrus fruits, tomatoes, 
and other fruits and vegetables are needed as a 
source of vitamin C...and provide liberal 
amounts of vitamin A as well. 

Energy for growth and activity is provided 
by all foods. More than 85 percent of the 
necessary calories come from fats and carbo- 
hydrates,? both of which are needed for ade- 
quate nutrition of the young child.' Butter- 
fat is an excellent and dependable dietary fat 
for children of this age group. : 

Approximately one quart of milk, or its equiv- 
alent in other dairy foods—cheese, ice cream and 
butter—is recommended for inclusion in the diet 
of the normal young child every day. 

1Jeans, P. C. Feeding of healthy infants and chil- 
dren. J. Am. Med. Assn. 142:807 (March) 1950. 
2The National Food NFS—60 U. 8S. 
Department of Agriculture, Washington, D.C. 
(April-June) 1952. 


on Foods and Nutrition of the American Medical Association. 


The presence of this seal indicates that all nutrition statements 
xn i; in the advertisement have been found acceptable by the Council 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET *® CHICAGO 6, ILLINOIS 
Since 1915 ...the National Dairy Council, a non-profit organization, has been devoted to nutrition 


research and education to extend the use of dairy products 
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Aperient or. mild laxative: — 2. 
before other meals, if indicated. Laas 
Phospho-Soda (Fleet) is a solution containing in each 


NOW: for Adults and Children! 


Nephenalin. 
adults) Pep ATRI 


First, under tongue for 
quick asthma relief 
from aludrine (Isopropyl arterenol) HCl in coating 
Then, swallow tablet for 


prolonged asthma control 
from theophylline, ephedrine, phenobarbital, contained in tablet core 


NEPHENALIN, the “relay-action” tablet combining two widely prescribed, 
complementary anti-asthmatics, is now available in two potencies: the familiar 
square, purple tablet for adults, and the smaller square, red tablet for children. 
Since a single NEPHENALIN tablet provides quick asthma relief, thereby often 
replacing the nebulizer, and since relief lasts about four hours, many asthmatic 
patients will find it the most convenient and efficient anti-asthmatic they 
have ever used. Bottles of 20 and 100 tablets. 


Thos. Leeming Co. Inc. 155 East 44th St., New York 17 
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“THIOSULEDL’ 


eliminates the need for forcing fluids 


makes alkalinization unnecessary 


greatly minimizes risk of sensitization 


drastically reduces likelihood of toxic side effects 


‘THIOSULFIL 


quickly provides effective bacteriostatic concentrations 
at the site of infection 


“THIOSULFIL: 


Brand of sulfamethylthiadiazole 
The safest and most effective sulfonamide yet presented for 


URINARY TRACT INFECTIONS 


TABLETS — No. 785—0.25 Gm. per tablet (scored) No. 914—0.25 Gm. per cc. a SUSPENSION 
Bottles of 100 and 1,000 Bottles of 4 and 16 fluidounces 
Note in chart below solubility of ‘‘Thiosulfil’’ when compared with the other three most 
frequently prescribed sulfonamides in urinary tract infections. Greater solubility means 
rapid action with minimum toxicity. 


New York, N, Y. 


SULFISOXAZOLE 


SULFADIMETINE 


SULFADIAZINE 
p Solubility comparison at pH 6 in human urine at 37° C. 


5414 


GPe dune, 1954 
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Gitaligin® 


Further Evidence of 
Its Wide Margin of Safety 


“The clinical application of the wide difference between toxic and 
therapeutic dose in gitalin is an important advance in the phar- 
macology of cardiac glycosides.” 


Dimitroff, S.P.; Griffith, G.C.; Thorner, M.C., and Walker, J.: Clinical Evaluation of Gitalin in 
the Treatment of Congestive Heart Failure, Annals of Int. Med. 39:1189 (Dec.) 1953. 


“our observations indicate that the average digitalizing and 
maintenance doses of gitalin are approximately one-third of the 
respective toxic doses.” 


Weiss, A., and Steigmann, F.: Gitalin in the Treatment of Congestive Heart Failure: A Clinical 
Study, Amer. J. Med. Sc. (Feb.) 1954. 


This wide margin of safety reported by the above investigators, 
and based on their carefully evaluated clinical studies, helps con- 
firm previous findings: 


Batterman, R.C., et al.: Studies with Gitalin (amorphous) for the Treatment of Patients with 
Congestive Heart Failure, Am. Heart J. 42:292 (Aug.) 1951. 


Batterman, R.C., et al.: The Therapeutic Range of Gitalin (amorphous) Compared with Other 
Digitalis Preparations, Circulation 5:201 (Feb.) 1952. 


Because of its short latent period, Gitaligin acts more rapidly than 
digitalis leaf or digitoxin, and because of its moderate rate of dis- 
sipation it is also excreted more rapidly. It thus provides maximum 
ease and safety of maintenance. 


Gitaligin is accepted by the Council on Pharmacy and Chemistry 
of the American Medical Association. 


Simple dosage equivalent: Use 0.5 mg. (1 tablet) Gitaligin for 
each 0.1 Gm. (14% gr.) digitalis leaf. Gitaligin is supplied in 0.5 mg. 
tablets, scored—bottles of 30 and 100. 


White Laboratories, Inc., Kenilworth, N.J. 
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brand of triiodoethionic acid 


2. Newen Won shadows” 
trahepatic ducts visualize 


The middle aged cardiac with ag Z 
accompanying arteriosclerotic 

hypertension can be given long lasting 
peace and comfort with the 

reliable vasodilating and 


sedative effects of 


CALPURATE with PHENOBARBITAL 


yellow tablets, each containing 
theobromine calcium gluconate 500 mg. and 


phenobarbital 16 mg. 


For diaresic.. 


and myocardial stimulati 


Mialtbie 


containing theobromine calcium 


gluconate 500 mg. 


MORPORATED. NEWARK 1. NEW JERSEY 


an 
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— 

CALPURATE | 
is available as white, uncoated tablet 
ay 
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Authoritatively 

Recommended 

Gaieric 
Distribution 


NUTRITIONALL 


The authoritatively recommended 
and clinically proved caloric dis- 
tribution!:3 of Lactum provides 
effectively balanced proportions of 
ead tet to Conforming in every respect to the latest 
promote superior growth and de- scientific and clinical findings, Lactum 
velopment.‘ formulas combine the proved margins 
of safety and nutritional advantages of 
cow’s milk and Dextri-Maltose formulas 
with unparalleled convenience so im- 


portant to modern-minded mothers. 


Steadily accumulating evidence attests 
the outstanding growth and development 
of infants on Lactum feedings‘ *’ (see 
charts). Both in formulation and manu- | 
facture, Lactum reflects Mead Johnson 


The natural nutrients of the whole 


milk in Lactum are not manipulated 
in any manner. Nothing is substi- 
tuted. And, Lactum formulas sup- 
ply twice as much vitamin Bs as 
breast milk. 


& Company's long years of research and 
experience in developing more effective 
products for infant nutrition. 


Accumulating studies emphasize 
the infant's need for generous 
amounts of protein.!}2, With 16% 
of its calories as protein, Lactum 
provides 25% more than the 
National Research Council's 
Recommended Daily Allowance. 
This provides for superior growth 
and tissue structure and contrib- 
utes to better levels of satiety. 


Curd and fat particles of Lactum 
are modified by scientifically con- 
trolled heat treatment and homo- 
genization to produce superior 
digestibility. Clinical studies attest 
Lactum’s good tolerance. * >? 
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t|... for unequaled convenience * 


These charts affirm the supe- 
rior growth and development 


; of infants fed Lactum. 
| 
t 
LACTUM 
Now in addition to Liquid Lactum, new Powdered Lactum is 
also available. Powdered Lactum presents all the outstand- 
ing nutritional advantages of Liquid Lactum in a form pre- 
ferred by many physicians. Both are equally easy to prepare. 
One part Liquid Lactum to one part water—or one measure 
(supplied in each can) of Powdered Lactum to 2 ounces of 
water—make a formula supplying 20 calories per fluid ounce. 
Lactum 
Standards ¢ 
1. Jeans, P.C.: Feeding of Healthy Infants and Children in A.M.A. Handbook of Nutri- 
Mean height and weight tion, ed. 2., Philadelphia, Blakiston, 1951, pp. 275-298; 2. Albanese, A.: Pediatrics 8: 
compared with lowa growth J. Pediat. 39: 585-592, 1951; 5. Henrickson, W. E.: GP 8: 51-56, 1953; 6, Jackson, R. L., 
Standards. ; and Kelly, H. G.: J. Pediat. 27: 215, 1945; 7. Hatfield, M. A., Simpson, R. A., and Jack- 
son, R. L.: J. Pediat. 44: pp. 32-45, 1954. 
m 
or 
¢ | MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U. S. ED 
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blood pressure 
For the ot hypertensive states 


ITENSEN 


ob Cryptenamine (Irwin-Neisler) TRADE MARK 


in eclampsia and 
hypertensive crisis 


Unitensen combines outstanding efficacy 
with unequaled safety and has shown re- 
markable results in a number of serious 
hypertensive conditions. It is a lifesaving 
measure in hypertensive crisis. Consistently 
good results give Unitensen a prominent 
position in the management of eclampsia, 
preeclampsia, and preeclampsia with under- 
lying hypertension. '** 


1. Assali, N. S., and Kaplan, S. A.: S.G.40. 97, 
4: 501-507, 1953. 


2. Finrerty, F. A., and Fuchs, G. J., Jr.: Am. J. 
Obst. & Gynec. 66, 4: 830-841, 1953. 


3. Finnerty, F. A.: J. Proc. Soc. Exper. Med. & 
Biol., to be published. 
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Of all the known Veratrum alkaloids or 
Veratrum alkaloid preparations, Uniten- 
: sen, brand of cryptenamine, is the only 
one which is double-assayed for a con- 
sistent 4:1 ratio between the dose which 
produces the side effect of vomiting and 
the dosage level required for hypotensive 
action. 


UNIQUE 
ADVANTAGES 
OF 
UNITENSEN 


p @ Unitensen is easily administered and does 
not necessitate a complicated dosage 
schedule. 


‘ @ Unitensen assures freedom from danger- 
ous side actions. Nausea and vomiting 
are minimized since dual biologic stand- 
ardization establishes a uniform ratio of 
therapeutic to emetic propensity. 


Assayed for therapeutic effect 


Unitensen is assayed in dogs for its effects on blood 
pressure. The C.S.R.* method is used. In contrast 
to most bio-assay methods, the C.S.R. assay is not 
based upon a comparison with a known reference 
THE ONLY F standard, since the C.S.R. end-point serves as an 
_absoiute measure of hypotensive potency. 

*Carotid Sinus Reflex 


Veratrum 
PREPARATION 


—— Assayed for side effect 


The-emetic dose of Unitensen is determined in 
animals. For example, a dose of 0.0075-0.008 mg./ 
i kilogram of cryptenamine will lower the blood pres- 
sure and block the carotid sinus reflex, whereas 
0.03 mg./kilogram is necessary to induce vomiting. 


Unitensen (Aqueous) is available at present as a paren- 
teral preparation, containing 2 mg. (260 C.S.R. Units) of 
Cryptenamine per cc. in 5 cc. multiple dose vials. 


IRWIN, NEISLER & COMPANY + DECATUR, ILLINOIS 
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17 Battery rig 


OPTIMUM Caloric balance 
— 60% of caloric intake, 
gradually achieved in 
easily assimilable carbo- 
hydrates—is assured 
with Karo. Milk alone 
provides 28%, or less 
than half the required 
carbohydrate intake. 

A MISCIBLE liquid, Karo 
is quickly dissolved, easy 
to use, readily available 
and inexpensive. 

A BALANCED mixture of 
dextrins, maltose and 
dextrose, Karo is well 
tolerated, easily digested, 
gradually absorbed at 
spaced intervals and 
completely utilized. 
PRECLUDES fermentation 
and irritation. Produces 
no reactions, hypoaller- 
genic. Bacteria-free Karo 
is safe for feeding pre- 
matures, newborns, and 
infants—well and sick. 


— and dark Karo are 


interchangeable in for- 
mulas; both yield 60 cal- 
ories per tablespoon. 


GP © Volume IX, Number 6 


ar@ PUP ...a carbohydrate of choice 
in milk modification for 3 generations 
3 : 
: 
4 
Corn Products Refining Company 
4 
} 
5 


GP e June, 1954 


PROTAMIDE 


SEEKING RELIEF FROM 
NERVE ROOT PAIN 


Wen the disturbing and painful symptoms 
of herpes zoster, or the stinging distress of neuritis 
brings the patient to you, quick relief is expected. 
Protamide helps solve this therapeutic problem 
by providing prompt and lasting relief in most 
cases. This has been established by published 
clinical studies, and on the valid test of patient- 
response to Protamide therapy in daily practice. 


MEUVRITIS (scictic—intercostal—Facial) 

©) In a recent study* of 104 patients, complete relief 
was obtained in 80.7% with Protamide. 49 were dis- 
charged as cured after 5 days of therapy with no sub- 
sequent relapse. (Without Protamide, the usual course 
of the type of neuritis in this series has been found to 
be three weeks to over two months.) 


Dosage: one 1.3 cc. ampul intramuscularly, daily for 
five to ten days. 


MERPES ZOSTER 


with Protamide therapy resulted in excellent or 
satisfactory response in 78%. (No patient who made 
a satisfactory recovery suffered from postherpetic 
neuralgia.) Thirty-one cases of herpes zoster were 
treated with Protamide in another study.* Good to 
excellent results were obtained in 28. 
Dosage: one 1.3 cc. ampul intramuscularly, daily for 


one to four or more days. 


* A folio of reprints of these studies will be sent on request. 


R 
windso T 15, Micw. Los anGetes 


5, 
4 
. a Re 
: 
‘ 


The small total dose required affords 
economy and virtual freedom from side actions. 


HP*ACTHAR Gel, subcutaneously or intramuscularly, 
provides rapid relief of even severe pain, especially in 
the acute stage of bursitis and tendinitis. 

Unlike procaine infiltration or narcotics, HP*ACTHAR 
Gel does not simply dull the pain. It effectively counter- 
acts the underlying inflammatory reaction, concomitant 
swelling and edema. Even calcium deposits may dis- 


appear.t 
+ Steinberg, C. L., and Roodenburg, A. L.: J.A.M.A. 149: 1458, 1952. 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
A DIVISION OF ARMOUR AND COMPANY 


*HIGHLY PURIFIED N GELATIN) 


ACTHAR® IS THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE—CORTICOTROPIN (ACTH). 


GP © Volume IX, Number 6 


a 
AND TENDINITIS. | 
oe 
| 
216 
| \ 


antispasmodic action 
virtually without atropini 
through the selective spasmolys 
_ of homatropine methylbromide 
(one-thirtieth as toxic as atropine) 

_ plus the sedation of phenobarbital. 
Each yellow tablet of MESOPIN-PB’ 
or teaspoonful of yellow elixir 
contains 2.5 mg..homatropine methyl- 
bromide and 15 mg. phenobarbital. | 

Also available as 

MESOPIN Plain (without phenobarbital) 

in white tablets, green elixir, and powder. 


for the ‘'s ueeze of 


GERBER’S 7 STRAINED MEATS 


EARLY ACCEPTANCE of food variety by 
the infant provides an excellent foundation 
for a nutritionally sound diet in later years. 
And well-established, good eating habits 
give the mother more latitude in providing 
well-balanced meals for the whole family 
... without burdening her budget with 
special items for “fussy” eaters. 


GOOD EATING HABITS are especially im- 
portant where meat is concerned, since 
meat offers one of the best sources of body- 
building protein. That’s why Gerber’s offer 
7 savory strained meats for babies...4 
junior meats for toddlers. Not only for the 
increased nutritive value variety affords ... 
but also to stimulate mealtime interest. 


owr guby business | 


MADE OF SELECTED ARMOUR CUTS, 
Gerber’s Strained Meats also supply the 
complete proteins, B-vitamin and mineral 
nutrients so necessary for growth and 
muscle development. And they’re specially 
processed for high retention of these nutri- 
tive values. Free of sinew and coarse 
connective tissue . . . with a low fat value 
(never more than 5.5%). No cooking or 
scraping for the.mother, yet they cost far 
less than home-prepared 
meats for infants. 


STRAINED—Beef © Beef Liver Veal Pork 
Lamb « Beef & Beef Heart « Liver & Bacon 


JUNIOR—Beef « Veal © Pork Liver & Bacon x 


Gerber's 


BABY FOODS 


4 CEREALS * 60 STRAINED & JUNIOR FOODS, INCLUDING MEATS 
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Bed tablets, 10 mg. 
hydroeartison each. 


Pfizer Syntex Product 


wee 


off 
repel 


awide range of su 


Thin 
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rapid clinical response. Symptoms, 


Tetracyn represents a nucleus of modern 
broad-spectrum antibiotic activity 

With it you may expect 

unexcelled tolerance 

* outstanding stability 

* high concentrations in body fluids 
Tetracyn may often be effective where 
resistance or sensitivity precludes 

other forms of antibiotic therapy 


“|... its use is followed by a 


including fever, largely cleared 


up within 24 to 48 hours.” 


English, A. R., et al.: Antibiotics Annual (1953-1954), 
New York, Medical Encyelepedia, Inc., 1953, p. 70. 


Brand of tetracycline hydrochloride 


TETRACYN TABLETS (sugar coated) 
250 mg., 100 mg. and 50 mg. 


TETRACYN ORAL SUSPENSION 
(amphoteric) (chocolate flavored) 
Bottles of 1.5 Gm. 


TETRACYN INTRAVENOUS 
Vials of 250 mg. and 500 mg. 


TETRACYN OINTMENT (topical) 
30 mg./gram ointment 
¥% oz. and 1 oz. tubes 


BASIC PHARMACEUTICALS FOR NEEDS BASIC TO MEDICINE 
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Each Panalins-T Capsule supplies: 


me 


NUTRITION Niacinamide........ 100 
Calcium pantothenate......... 20 mg. 
Pyridoxine. ........... 

Folic acid... .. 
Ascorbic acid................300 mg. 
Vitamin Byg.......... -4 


Botties of 30 and 100. 


as disease and. injury profoundly affect 
Each Panalins capsule supplies: 


Niacinamide...................20 mg. 
Ascorbic acid... ..............0 
Calcium pantothenate...........5 mg. 
Vitamin A.................. 5000 units 
Vitamin D. 


Bottles: of 100 500. 


* ‘Nutrition, ¢ 
Nutrition, Food and Nutrition Board ee 234, 


Emphasizing that regular vitamin intake is es- 


For vitamin therapy in stress situations 
1 or 2 Panalins-T capsules daily in: 


N. R. C. STANDARD THERAPEUTIC VITAMIN CAPSULE injuries, including fractures 
before and after surgery 


Panalins-T supplies important water-soluble vitamins in 
the high therapeutic potencies needed to promote optimal 
recovery wom disease or injury. the body cannot 
store appreciable amounts of these vitamins, regular pro- catabolic or anabolic response 
vision of generous amounts is essential. 


second or third degree burns 


previous vitamin depletion 


to safeguard and maintain vitamin adequacy 1 or 2 Panalins capsules daily in: 


patients with inadequate or 


irregular diets 
patients with poor food habits 


9. patients with mild illnesses 
9. N. R. C. STANDARD MAINTENANCE VITAMIN CAPSULE 

9. growing children and 

9. adolescents 

9: Panalins supplies protective potencies of ten vitamins convalescents in late stages 
19. 

9. needed for maintenance of the good vitamin nutrition patients undergoing mild 

its physiologic and pathologic 
is essential to productive health. stresses 


is Therapeutic Nutrition, Publication No. 234, National Research Council. 
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SCHENLEY LABORATORI ES, 


An antibacterial that really tastes good— 
Gantrisin (acetyl) Pediatric Suspension 
'Roche.! It nae the same action and the 
same advantages as Gantrisin®'Roche' but 
‘since the acetyl form is tasteless, the 


patient is only aware of the pleasant 


raspberry flavor, 


> 
| 
= 
| d 
| $ 
> 
‘iba 
| | 
4 
| j 
| 
| | 
| | 
: 


"Which vitamin drops enna I use?" -- 
she looks to you for specific advice. 
And when you specify easy-to-take 
Vi-Penta® Drops *Roche,* you know 

they are dated to ensure full 
potency...they contain synthetic | 
vitamin A plus seven porenn vitamins 
(including Be and d-panthenol)... 


and they taste good. 
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a vitamin-mineral 


formulation 


rich in iron, 


vitamin B,, 


and folic acid 


each capsule of 


Hyplana Pei - 


contains: 

Ferrous Sulfate U.S.P. 00.00... 4.5 gr. 
Thiamine Hydrochloride...................... 2 mg. 
2 mg. 
Pyridoxine Hydrochloride.................. - 0.1 mg. 
10 mg. 
Calcium Pantothenate........................ 0.33 mg. 
1 mg. 
37.4 mg. 
0.05 mg. 
29 mg. 


With other B-Complex Factors from Liver. 


‘ 
anemia 
therapy j a 
A 
Mee 
af oi 
ai 
| 
536 Lake Shore Drive, Chicago 11, Illinois 


stwood 
harmaceuticals + 468 Dewitt Street, Buffalo 13, N.Y. 


valuable as a cleanser for the skin of the new- 
born infant, especially the offspring of an 
allergic family, for the child suffering from 
infantile eczema, and for the delicate skin of 
the premature infant. Lowila Cake is also in- 
dicated as a cleanser for infants with “heat 
rash” or miliaria, and ammoniacal dermatitis. | 
These observations by Drs. L. S. Nelson and A. V. Stoesser are reported 


in “Cleansing Agents — Irritating and Non-lIrritating to the Skin”, 
published in the September-October 1953 issue of Annals of Allergy. 


Prescribe \OWILA cake as a skin cleanser in allergic or 


dermatitic conditions when soap irritates. 


LOWILA Cake contains NO alkali—NO fatty acids — 
and NO perfumes. 


LOWILA Cake maintains the normal “acid mantle” 
of the skin at pH 4.5-5.5. 


LOWILA Cake is the only lathering soapless U 
skin cleanser in cake form. a — 


Reprints and samples on request. 


DIVISION OF FOSTER-MILBURN CO. 
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but you can’t make him eat it! 


_- There will be much less balking at diets, however, if you advise the patient to add Ac’cent to his food. 

Accent, though not adding a flavor of its own, brings out the natural flavors 

of foods. It makes heavy seasoning unnecessary. Even in foods that are held fora 

long period of time, Ac’cent retains the true delicious flavors. 

Ac’cent, obtained from natural food sources, is 99+ % pure monosodium glutamate 

in crystal form. It is nota synthetic chemical, and it is nontoxic. Ac’ cent contains 

12.3 per cent of sodium. Include Ac’cent in your special ; 

_ diets when indicated . .. “finicky eaters,” too, will find 
‘it makes food taste better ..- itis available at 

neighborhood food stores. 


rast 


Learn about Ac’cent at 
first hand ... visit our exhibit 
May we send you a brochure on Ac’cent® at the ry M.A. meeting — 


(99+ % pure monosodium glutamate) By our oo! Bocth No. M-20. 
makes good food and good cooking taste better! 
ACCENT, T. M. Reg. U. S. Pat. Off. 


Products Division 
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““Nervous 


effective than atropine 


FROM BETTMANN ARCHIVE 


proves more 


The Wm. S. Merrell Company... Pioneer in Medicine 
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Indigestion” 


McHardy! reports that Benty] is “‘superior 
to atropine”’ for relief of pain due to 
pylorospasm. He confirms the work of others 
that Benty]l is free from significant 

side effects which permits more general 
use in nervous indigestion. 


When you prescribe Bentyl, you 
prescribe patient comfort. You will rarely 
hear patients complain about “‘belladonna 
backfire” or dry mouth and blurred 
vision. Use Bentyl for your next nervous 
indigestion patient. Relief of G.I. spasm 
is quick, complete and comfortable. 


Bentyl 


An exclusive development of 
Merrell Research 


New technic of measuring human mo- 
tility shows a decrease or complete 
suppression of intestinal pressure 
waves, depending on dosage of 
Bentyl.2 Bentyl acts by blocking 
acetylcholine and directly affects 
the muscle fibers like papaverine. 


COMPOSITION: Each Bentyl 
Capsule or teaspoonful Bentyl 
Syrup contains 10 mg. Bentyl (di- 
cyclomine) Hydrochloride. 


Also Bentyl (10 mg.) with Pheno- 
barbital (15 mg.) Capsules and 
Syrup, and Bentyl Injection, 10 mg. 


per cc. 


DOSAGE: Prescribe Bentyl, 2 
capsules or 2 teaspoonfuls Bentyl 
Syrup three times daily and at 
bedtime. Infants and Children, 
Y4 to 1 teaspoonful Syrup 10 to 
15 minutes before feeding. Three 
times daily. 


1. McHardy and Browne: Sou. 
MJ. 45:1139, 1952. 


2. Lorber and Shay: Fed. Proc. 
12:90, 1953. 


Complete Bentyl bibliography on 
request. 
T.M. ‘Bentyl’ 


for 125 Years 


New York 
CINCINNATI 


St. Thomas, Ontario 
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A pleasant-tasting tablet...to be dissolved slowly 
in the mouth...not to be chewed or swallowed... 
made from milk combined with dextrins and maltose 
and four balanced nonsystemic antacids...** 

Promptly stops ulcer pain...holds it in abeyance... 
hastens ulcer healing. 


In tubes of 25 at all pharmacies. Physicians are in- 
vited to send for reprints and clinical test samples. 


*Steigmann, F., and Goldberg, E., J. Lab. & Clin. Med. 42:955 (1953). 


**Mg trisilicate, 3.5 gr.; Ca carbonate, 2.0 gr.; Mg oxide, 2.0 gr.; 
Mg carbonate, 0.5 gr. 


with Zymenol and Zymelose 


Enthusiastic praise from physicians attests to the effectiveness of Zymenol and Zymelose for 
bowel management in all age groups. Both products can help break the laxative habits of 
| your patients. 
Zymelose tablets and granules 
provide SCMC and debittered 
brewer's dried yeast fortified with 


Recommend Zymenol, the emul- 
sion with brewers yeast: 


* No irritants Bulk without bloating 
a * No leakage © Mild, gentle, sugar free 


© Convenient 


For your samples, please write: OTIS E. GLIDDEN & CO., INC., Waukesha 20, Wisconsin 
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INTRAGASTRIC DRIP FOR THE AMBULATORY PATIENT" * 
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In treating the grossly obese, 
consider the important three- 
“= protection of Obocell Com- 
plex: 


1. Protection against hunger 
pangs 

2. Protection for the damaged 
liver 

3. Support for co-enzymes 


Each Obocell Complex Capsule 
supplies: 


*irwin-Neisler's Brand of High Vis- 
cosity Methyicellulose 
Bottles of 50 and 500 
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W 
in the grossly obese APPETITE REDUCTION PLUS PROTECTION 


A definite relationship exists between gross obesity 
and liver damage. Zelman!’ reports on 20 cases of 
gross obesity. All cases showed both laboratory 
and histologic evidence of liver damage. 

Obocell Complex not only provides protection 
against liver damage but also suppresses the ap- 
petite, satisfies bulk hunger, and supplies im- 
portant vitamins. Hence, it provides three-way 
protection for your heavily overweight patient. 


1. Zelman, S.: Arch. Int. Med. 90:141, 1952. 


IRWIN, NEISLER & COMPANY 


DECATUR e@ ILLINOIS 


DA 
\ 
ocen 4 
d-Amphetamine Phosphate 
Choline Bitartrate. .... ..200 mg. 
Thiamine Mononitrate. .. . 0.8 mg. 
Riboflavin.............1.2 mg. 
Niacinamide............ 8 mg. 
233 


ONCHIAL 


AQUEOUS EPINEPHRINE SUSPENSION 1-200 


for subcutaneous injection 


Increasingly favored as evidenced in— 
RECENT CLINICAL REPORTS 


...in 173 patients . . . all but three stated emphatically that they 
prefer the new product (Sus-Phrine) to epinephrine in oil . . . 
Greatest individual acceptances of the new injection has been by 
children. 
Unger, A. H. and Unger, L. Annals of Allergy. 10:128,1952. 


This free flowing aqueous suspension (Sus-Phrine) represents a 
distinct departure from previously available heavy, viscous prep- 
arations . . . it possesses marked advantages chiefly because of 
the small quantity required . . . and ease of administration. Since 
the material permits use of a short, small needle, it diminishes 
the psychological fear reaction which the sight of a long, large 
needle elicits in youngsters and in nervous apprehensive adults. 


Jenkins, M. C. JI. National Med. Assoc. 45:120,1953. 


Epinephrine suspended in oil has the disadvantages that because 
of delayed action it cannot be used when prompt effect is desired 
as in acute asthmatic attack, and it must be given intramuscularly 
making self-administration difficult. Aqueous suspensions have a 
prompt, as well as a prolonged action, and may be self-admin- 
istered subcutaneously as readily as epinephrine hydrochloride 
solution. 

Naterman, H. L. The Journ. of Allergy. 24:60,1953. 


For complete reprints of above 


3 ' EST. 1852 and sample, send your Rx blank marked 28-SP-6 


“BREWER & COMPANY, INC. worcester 8, MASSACHUSETTS U.S.A. 
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<SHARP 
DOHME 


DIVISION OF MERCK Ine. 
Philedelphia |, Pennsylvania 


Gratifying relief from urogenital distress 


PYRIDIUM 


(PHENYLAZO-DIAMINO-PYRIDINE HCL) 


In a matter of minutes, the purely local analgesic 
action of PyripiuM acts to relieve the patient 
suffering from distressing pain, burning, urgency 
and frequency that accompany urinary infections. 

Because PyripiuM is compatible with sulfona- 
mides and antibiotics, its concomitant use with 
any of these indicated agents is feasible in pylone- 
phritis, cystitis, urethritis and prostatitis. 


GP « June, 1954 


SUPPLIED: in 0.1 Gm. (114 gr.) tablets, in vials of 
12 and bottles of 50. 


Pyripium is the registered trade-mark of Nepera 
Chemical Co., Inc. for its brand of phenylazo-diamino- 
pyridine HCl. Sharp & Dohme, Division of Merck 
& Co., Inc., sole distributor in the United States. 
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Conserve Your Energy...Treat More Patients 


with a RITTER UNIVERSAL TABLE 


Patients appreciate the ease of getting on a Ritter Univer- 
sal Table in the extreme low position—only 2614” from 
table top to floor. The extreme high position of 4414” 
meets the requirements of examinations or treatments in 
an elevated position. A touch of the toe and the exclusive 
Ritter motor-driven hydraulic base will place the table top 
at exactly the level you want—silently, smoothly. Unusual 
flexibility for patient positioning along with complete 
equipment for normal treatment room practice makes the 
Ritter Universal Table better able to meet your daily re- 
quirements. Ask your Ritter Dealer for more information, 
eisteianinathouein’ or write for catalog AMM113 ... The Ritter Company, 
oshent removed, Inc., Ritter Park, Rochester 3, New York. 
pan extended. 


Ritter Type 2 Table in 
Proctologic Position. 


Patient supported 
comfortably on table for 
examination of 
varicose veins. 


TAKE ADVANTAGE OF THE FREE RITTER OFFICE PLANNING SERVICE 
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Now, even seriously ill patients can easily 


be given nutritional support equal to ‘three square meals a day,” 


dramatically hastening recovery and shortening convalescence: 


A 24-hour “diet’’ of 900 Gm. of Sustagen 
meets or exceeds the therapeutic nutri- 
tional recommendations of the Food 
and Nutrition Board of the National 
Research Council.* 


> 
Niacinamide........ 
Calcium pantothenate mg. 
hydrochloride....... 5 mg. 
Choline bitartrate........... 500 mg. 
4 mcg. 
15 mg. 
ferrous sulfate) 
6.3 Gm. 
7 Gm. 


Dilution for tube feeding: 
1 cup Sustagen to 10 oz. water 


Dilution for oral feeding 
1 cup Sustagen to 8 oz. water 
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“Therapeutic Nutrition, Publication No. 
National Research Council. 


the complete nutriment for tube and oral feeding 


Reports of steady weight gains with patients fed Sustagen 
exclusively for more than 90 days attest its nutritional com- 
pleteness. 


By tube— 


With Mead's Tube Feeding Set, using plastic tubing half the 
size of the smallest rubber tubing, Sustagen is easily ad- 
ministered without discomfort to your patients. The prob- 
lems of diarrhea, cramps and nausea so long associated with 
tube feeding are virtually eliminated with Sustagen. 

Sustagen also makes possible more complete nutrition for 
many patients for whom parenteral alimentation was hereto- 
fore the only practical and effective means available. 


By mouth— 


Sustagen mixes easily with water to make a delicious 
therapeutic food drink for your patients on liquid or restricted 
diets, underweight or undernourished persons, and when 
tube feeding is discontinued. 

Available through drug stores in 1-lb. and 2%-lb. cans, 
and to hospitals in 5-lb. cans. 


MEAD) MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S. A. 
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new drug action... 


visceral eutonic’ 


DACTIL 


PLAIN AND WITH PHENOBARBITAL 


relieves spasm usually in ten minutes 
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...see it work in your office 


Your DEMONSTRATION SUPPLY will show that in 
4 out of 5 patients DACTIL with Phenobarbital gives “fast 
action,”’ and prolonged relief with notable “absence of side 


effects.” 


for gastroduodenal and biliary spasm, cardiospasm, pyloro- 
spasm, spasm of biliary sphincter, biliary dyskinesia, gastric 
neurosis and irritability, and as adjunctive therapy in se- 
lected inflammatory hypermotility cases. A specific for gas- 
trointestinal pain = spasm, DACTIL is not intended for use 


A in peptic ulcer. 


two forms DACTIL with Phenobarbital in bottles of 50 capsules. There are 50 mg. 
of DACTIL and 16 mg. of phenobarbital (warning: may be habit- 
9, forming) in each capsule. 


DACTIL (plain) in bottles of 50 capsules, each containing 50 mg. of 
DACTIL. 


DACTIL is the only brand of N-ethyl-3-piperidyl diphenylacetate HCl. 


1. Weinberg, B.; Ginsberg, R., and Sorter, H.: Am. J. Digest. Dis. 20:230, 1953. 


*DACTIL is eutonic—that is, it restores and maintains normal visceral tonus. 
It abolishes spasm while it avoids interference with normal tonus and motil- 
ity. First of a newly synthesized piperidol series, DACTIL is a postganglionic 
parasympathetic inhibitor that interrupts spasmogenic nervous stimuli. It 
usually relieves pain=spasm within minutes and controls spasm within two 
days. DACTIL is unusually well tolerated and does not interfere with gastro- 
intestinal or biliary secretions. 


; OH 
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now contains 
= purified intrinsic 
factor concentrate 


Iron By, C« Folic Acid Stomach Liver Fraction LEDERLE 


with purified intrinsic 
factor concentrate 
PERIHEMIN, master builder of red cells and hemoglobin, 
. Y \ contains all known hemopoietic essentials. Indicated 


for use in 9 out of 10 of your anemia patients. 


PURIFIED INTRINSIC FACTOR CONCENTRATE promotes 
rapid remission by “binding” Vitamin Biz and 
facilitating absorption of the “‘antianemia factor.” 


& \ PERIHEMIN is available as: 


\ Capsules: Bottles of 100, 500 and 1,000 
\ JR Capsules for children: Bottles of 100 and 1,000 


LEDERLE LABORATORIES DIVISION 


american Cyanamid company 
——— PEARL RIVER, NEW YORK 


*Reg. U.S. Pat. Off. 
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for prompt sedation 


“N EMBUTAL was used throughout our 
study! since it proved one of the most 
generally satisfactory of all drugs tested. It 
is readily available in suppository form in 
four sizes ranging from to 3 grains. It is 
our belief that the use of suppositories is less 
likely to produce the high irritability and 
excitement which barbiturates admin- 


NEMBUTAL 


SODIUM Suppositories 


(Pentobarbital Sodium, Abbott) 


when the oral route is not feasible 


istered by ‘faster’ routes may produce. 

“The onset of sleep is usually gradual, 
and although the sleep is generally pro- 
found, the patients are not unusually diffi- 
cult to arouse and there are no ill effects 


such as excessive drow- 


1. Kellaway, P., and Fox, B. J. (1952), J. Pediatrics, 41:262, Sept. 


0.2Gm. 0.12Gm. 60 mg. 
(3 grs.) (2 grs.) (1 gr.) 


siness or irritability.” 


30 mg. 
(% gr.) 


406011 


| 

| 

\ 

cS . 
Age 
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Film Sealed* 
Erythrocin Stearate 


TRADE MARK 


(Erythromycin stearate, Abbott) 


No more delayed action 


from enteric coating 


Now, Film Sealed EryTurocin Stearate tablets provide faster 
absorption, earlier blood levels. The new Film Sealing (marketed only by 
Abbott) disintegrates far faster than enteric coatings—permits 

almost immediate drug absorption. Tests show drug is adequately 
protected. 


Result? Your patient has high blood concentrations of EryTHROCIN 
within 2 hours, instead of 4-6 hours as before. Peak level at 4 hours and 
significant concentrations for 8 hours. 


EryYTHROCIN Stearate is highly effective—almost every gram-positive 
coccus 1s sensitive to its action. Especially recommended against 
staphylococci, because of the high incidence of staphylococcic resistance 
to penicillin and other oral antibiotics. 


ERYTHROCIN Stearate (compared with most other antibiotics) is less 
toxic—less likely to alter the normal intestinal flora. Gastrointestinal 
disturbances are rare. No serious side effects reported. 


Average adult dose is 200 mg. every four to six hours. Film Sealed 
EryTHROCIN Stearate tablets (100 and 200 mg.) come in bot- 
tles of 25 and 100. Won’t you try new Eryturocin Stearate? Obbott 


FOR LITTLE PATIENTS 
Pediatric ERYTHROCIN Stearate Oral Suspension. 
Tasty, stable, ready-mixed. 


*patent applied for 


NATIONAL 


¥ 


For rapid, dramatie\ reduction 


of acute; local inflammation 


regardless of etiology 


242 GP Volume IX, Number 6 


i 
| 
| 
= 
| 
Inte amuscular 
| 
| 
m4 
| 
| 


An Entirely New Type of Therapy... 


Parenzyme is Safe. No toxic reactions have been reported 
following use of this new, INTRAMUSCULAR trypsin. 


Parenzyme is Not an Anticoagulant. Anti-inflammatory 
results do not depend on alterations of the 
clotting mechanism. 


Parenzyme Catalyzes 
a Systemic Proteolytic Enzyme System. 


rapidly reduces acute, 
local inflammation 


in phlebitis, thrombophlebitis, phlebothrombosis 


in iritis, iridocyclitis, chorioretinitis 


in traumatic wounds q 


PARENZYME has also proved effective in 
management of varicose and diabetic leg ulcers. 
Dosace: Initial Course: 2.5 to 5 mg. (0.5 ce. to 1 ec.) of 


PARENZYME (INTRAMUSCULAR trypsin) injected deep intra- 
gluteally 1 to 4 times daily for 3 to 8 days. 


Maintenance Therapy: In chronic or recurrent diseases, 2.5 mg. 
once or twice a week may be required for maximum benefit. 


Vials of 5 cc. (5 mg./cc.: crystalline trypsin suspended in 
sesame oil), by prescription only. 


Write for complete information on PARENZYME and CLINICAL 
ENZYMOLOGY, the new, radically different approach to man- 
agement of acute local inflammation. 


THE NATIONAL DRUG COMPANY Philadelphia 44, Pa. 
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pleased annotnce 


THE M&R AWARD (Q) ) 


PRESENTED BY THE M & R LABORATORIES 


lhe two most sgnyfecant avlicles 


in during lhe year 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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Veratrum therapy requires accurate 
adjustment of dosage. VERALBA... the 
only veratrum alkaloid standardized 
completely by chemical assay ... pro- 
vides precise measurement of each 
individual dose. Its unvarying potency 
facilitates long-term management of 
hypertension and accurate prediction 
of patient response. 


Once individual dosage has been estab- 
lished, it may be continued, with only 
rare exceptions, as the maintenance 
dosage. 


VERALBA activates physiological reflex 
mechanisms which normally regulate 
blood pressure. There is no adrenergic 
or ganglionic blockade, no paralysis of 
vascular muscle, no disturbance of nor- 
mal blood distribution or the body’s 
curbs against postural hypotension. — 


Frescribe VERALBA for effective, well- 
tolerated control of hypertension. 


Supplied: Tablets of 0.2 mg, or 0.5 mg., uncoated 
and grooved, in bottles of 100 and 1000. Also as 
VERALBA Injection in 10-cc. multidose vials. 


PITMAN MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS. INDIANA 


Chomisally by on original 
Pitman Moore assay. 
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In the six months since ACHROMYCIN was first announced™ at the Antibiotics Symposium 
of the Food & Drug Administration, this new broad-spectrum antibiotic has become 
a major weapon in modern medicine. 


ACHROMYCIN has demonstrated notable effectiveness in a wide variety of clinical 
applications and the following characteristics are outstanding: 


ACHROMYCIN is effective against pneumococci, staphylococci, beta hemolytic 
streptococci, gonococci, meningococci, £. celi infections, acute bronchitis and bronchio- 
litis, pertussis, and the atypical pneumonias, as well as virus-like and mixed organisms. 


ACHROMYCIN has definitely fewer side-reactions. 


ACHROMYCIN provides more rapid diffusion in body tissues and fluids. 


In solution, AcHRoMycIN maintains effective potency for a full 24-hours. 


TETRACYCLINE LEDERLE 


proved effective against 


Meningococci E. coli 


NOW AVAILABLE: 


CAPSULES: 50, 100, 250 mg. ¢ PEDIATRIC Drops: Cherry Flavored, 10 cc. vials, 100 mg. per cc., Approximately 25 mg. per 5 drops * 

ORAL SusPENSION: Cherry Flavored, 1 oz. vials, 250 mg. per teaspoonful (5 cc.) ¢ TABLETS: 50, 100, 250 mg. ¢ SPERsomps*: Dispersible 

Powder, Chocolate Flavored, 12 and 25 dose bottles, 50 mg. per rounded teaspoonful (3 Gm.) e INTRAVENOUS: 100, 250, 500 mg. 
Other dosage forms are being developed as rapidly as research permits. 


LEDERLE LABORATORIES DIVISION amenrcan Cyanamid company PEARL RIVER, NEW YORK 


®REG. U. S. PAT. OFF. **®CUNNINGHAM, &.; HINES, J.; LEDERLE L DivisiON, COMPANY 
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Bronchiolitis Mixed Infections 
(Aspergillus) (Staphylococci, 
H. Streptococci, 
Proteus Vulgaris) 
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AS OLD AS MEDICAL HISTORY...STILL 


IN A HOST OF DERMAL AFFECTIONS 


Eczema 

Infantile Eczema 
Psoriasis 

Folliculitis 
Seborrheic Dermatitis 
Intertrigo 

Pityriasis 
Dyshidrosis 

Tinea Cruris 
Varicose Ulcers 


Physicians are invited to send for ; 
clinical test samples to demon- jj; 
strate the antipruritic, decongest- 1! 
ant, and resolving properties of : 


Tarbonis. 


‘i since the days of Hippocrates, has been the basic 
medication in dermatologic practice. It is anti-inflammatory 
and decongestant, and stimulates lymph circulation in 
cutaneous and subcutaneous tissues. New modes of therapy 
continue to come to the doctor’s attention but tar has held 
its position through decades of usefulness as the medication 
of choice in the widest range of dermatologic indications. 

Today, all the advantages of tar are available in Tarbonis, 
without any of the drawbacks which beset the crude drug. 
Consisting of a specially processed liquor carbonis detergens 
(five per cent), together with lanolin and menthol, in a van- 
ishing cream base, Tarbonis is 


e Aesthetically acceptable, since it is greaseless, free 
from tarry odor; 


@ Stainless, does not soil linen or clothing; 
@ Nonirritant, can be used on tenderest skin areas; 
e As efficacious as crude tar. 


Tarbonis is available on prescription through all pharmacies. 
For dispensing purposes Tarbonis, packaged in 1 Ib. and 6 Ib. 
jars, is available through Physicians’ and Hospital Supply 
Houses. 


THE TARBONIS COMPANY 


4300 Euclid Avenue Cleveland 3, Ohio 


TARBONIS 


1 


THE TARBONIS CO., Dept. GP6 
4300 Euclid Ave., Cleveland 3, Ohio 


You may send me a sample of Tarbonis. 
M.D. 
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Upjohn 


one dose 
lasts 
2 to 4: weeks 


Depo-lestosterone 


Reg. U.S. Pat. Off. CYCLOPENTYLPROPIONATE 
Each ce. contains: S 
Testosterone Cyclopentylpropionat 
Suebieupmonsiiees 50 mg. or 100 mg. 

Chlorobutanol.... 


50 mg. per cc. available in 10 ce. vials 


100 mg. per cc. available in 1 cc. and 
10 ce. vials 


The Upjohn Company, Kalamazoo, Michigan 
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Ethobral in Insomnia 


Just as ErHoBRAL promotes undisturbed 
sleep, so it also leaves most patients free 
from morning drowsiness and depression. 
ErHoBRaL surrenders its sleep effects 
promptly ... cleanly... once the night 
is over. Its triple barbiturate action in- 
duces sleep... sustains it... then dis- 
sipates quickly. 


ErHosraL combines judiciously balanced 
amounts of secobarbital, butabarbital, 
phenobarbital. One capsule on retiring. 


TRIPLE-BARBITURATE CAPSULES Wijeth 


Supplied: Bottles of 100 capsules 


Each Ersosrat capsule contains: 

Sodium Secobarbital 50mg. (% gr.) 
Sodium Butabarbital 30 mg. (% gr.) 
Phenobarbital 50 mg. (% gr.) 


® 
Philadelphia2, Pa. 
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+ MORE, THAN 10 LOAVES OF BREAD, 


... would be required to equal the 100 mg. nicotinamide content of a 
single capsule of “BEMINAL” FORTE with VITAMIN C, which also supplies 
therapeutic amounts of other essential B factors and ascorbic acid as follows: 


Thiamine mononitrate (B)) ............ 25.0 mg. 
equivalent to more than 400 eggs 


Nicotinamide . 


equivalent to almost 4 quarts of milk 
Vitamin C (ascorbic acid) .............. 100.0 mg. 


equivalent to more than 15 apples i BOE 
“BEMINALE rorre «ia vrramn c 


Recommended whenever high B and C levels are 
required and particularly pre- and postoperatively. 
Suggested dosage: 1 to 3 capsules daily, or more 
as required. 

No. 817—supplied in bottles of 100 and 1,000 


5426 


AYERST LABORATORIES + NEW YORK, N. Y. » MONTREAL, CANADA 
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equivalent to at least 8 slices of liver 
mg. 
ridoxine HCI (B,) 1.0 mg. 
equivalent to about 14 servings of spinach NES | 
Calc. pantothenate .......................... 10,0 mg. 3 
251 


Nosopy NEEDS to frantically try to remember 
the wealth of useful information they heard 
and saw at a good medical meeting. Nobody 
needs to waste a minute of regret because a 
laggard primip or an emergency appendec- 
tomy deprived them of the chance to attend. 

Not if that good medical meeting was the 
AAGP Scientific Assembly in Cleveland, last 
March. For your Academy has taken those 
hours of lectures and panel discussions .. . 
those rows of stimulating, colorful scientific 
exhibits ... and boiled them down into a 
collection of succinct illustrated outlines, for 
quick reference and easy reading. In some 250 
odd pages the Editorial Committee has piled 
every essential fact, every helpful chart and 
diagram that were presented during four full 
days in Cleveland Public Auditorium. As near 
as your fingertips, the messages of such 
authorities as Howard Rusk, George Crile, 
Clarence Livingood, Allan Barnes and Richard 
TeLinde will come to life again. Without 
leaving your own office, you can travel down 
the aisles and study sixty informative exhibits 
at your leisure. 


WHETHER you were at Cleveland or not, you 
will want this permanent record. Several 
thousand pages of manuscript have been 
edited and boiled and condensed until every 
remaining word has a useful application in 
your practice. Literally hundreds of photos, 
drawings and charts have been selected to 
give you the most pertinent information. 


$5 PER copy 


but you both 
can have the Cleveland Assembly 
at your finger tips 
for years to come! 


A Limitep Quantity The total printorderon 
this book was based on the total sales of the 
1953 Edition—and more doctors are ordering 
*‘Abstracts” every year. So the wise doctor 
will order his copy immediately. Despite an 
improved quality of paper and a more expen- 
sive printing process to insure better illustra- 
tions, the price remains the same as last year. 


American Academy of General Practice 
406 W. 34th St., Kansas City 11, Mo. 


Enclosed is my check for $ 


for which please send me, prepaid, __copies of 


the 1954 “ABSTRACTS” at $5.00 per copy. 


NAME 


ADDRESS 


Academy Member: 
Yes No 


CITY 


Attended '54 Assembly: 
Yes No 
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SDOHM 


DIVISION OF MERCK & CO., ine. 
Phitedelphia |, Pennsylvania 


PHOTOGRAPH BY VICTOR KEPPLER 


When diarrhea attacks the unwary... 


CREMOSUXIDINE. 


SULFASUXIDINE@ SUSPENSION WITH PECTIN AND KAOLIN 


The hazards of contaminated water and food are often 
carelessly overlooked by your patients on a holiday. 

You can quickly and safely check specific and non-specific 
diarrheas with CREMOSUXIDINE—the tasty, chocolate-mint sus- 
Pension of ‘Sulfasuxidine,’ pectin and kaolin. 

These therapeutic agents limit their action to the intestine 
Where they are most needed. A “most satisfactory intestinal 


antiseptic,” ‘Sulfasuxidine’ helps restore stools to normal 
consistency. Pectin and kaolin adsorb and detoxify putre- 
factive products, and soothe inflamed intestinal mucosa. 
Quick Information: Adult dosage: 114 to 2 tablespoonfuls six 
times a day. Children and infants in proportion. Supplied in 
pint Spasavere bottles. 


Reference: 1. J.A.M.A. 153:1519 (Dec. 26) 1953. 


IT’S JUNE IN JANUARY, .. for the hibernating 
Trichophyton mentagrophytes (arch criminals 
in athlete’s foot) in the humid heat of the 
shower room or in the damp warmth of wool- 
stockinged feet. The attack against athlete’s foot 
is a year-round attack. The winning attack is 
with OCTOFEN LIQUID and POWDER. Athlete’s 
foot will never get a foothold. 


OCTOFEN LIQUID — Fungicidal: Contains 
power-charged 8-hydroxyquinoline (2.5% in 
43% ethyl alcohol solution). Kills causative 
fungi in two minutes flat — in vitro. Clinically 
effective in 90% cases tried.1 Treatment: swab 
affected parts liberally in the office and at home 
until cured. Popular with patients, OCTOFEN 
LIQUID is non-irritating, greaseless, non-staining, 
quick-drying. 


OCTOFEN 


OCTOFEN POWDER — Fungicidal — Absor- 
bent: Contains 8-hydroxyquinoline as well as 
silica gel which helps keep the feet bone-dry (a 
must in treatment). OCTOFEN POWDER is silky- 
smooth, non-caking, soothing—curbs foot odors. 
Treatment: dust affected parts; socks; shoes; 
liberally between liquid applications. 

FOR OPTIMAL RESULTS: Use OCTOFEN LIQUID 
and POWDER in combination as described for 
maximum therapeusis and prophylaxis. 


1. Exp. Med. & Surg., 7:37, 1945. 


McKesson & Robbins, Inc. Dept. GP 
i Bridgeport 9, Connecticut 


Kindly send me free samples of your 
OCTOFEN LIQUID and OCTOFEN POWDER 


Name. M.D. 


City Zone State 


McKESSON & ROBBINS, INCORPORATED 
BRIDGEPORT 9, CONNECTICUT 
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for pernicious anemia 


and all treatable anemias 


Vitamin B,, « Iron « C « Stomach « Folic Acid « Purified Intrinsic Factor Concentrate 


a new and potent oral hematinic one capsule daily meets the needs of the average patient 


mula Purified Intrinsic Ferrous Sulfate 
Fan contains Factor Concentrate ...... 10 mg. 400 mg. 
all known essential Vi B : c 
hemopoietic factors: ee ee 30 megm. Ascorbic Acid (C)......... 150 mg. Pe 
Powdered Stomach ........ 4 mg. @E le 
LEDERLE LABORATORIES DIVISION amenrcan Cyanamid company Pearl River, N.Y. oT 
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© The Milligram 
that’s 
worth a Kilo. 


B ELLE RGAL prevent recurrent, throbbing 


headache — e.g. migraine 


RESTORES AUTONOMIC STABILITY 
Bellergal®, by inhibiting three divisions of the 


A.N.S., corrects the autonomic-vasomotor-dysfunction. 
so pfeventing recurrent, vascular headaches. Accord- 2 
autonomic imbalance is a major 
contributing factor in the recurrent _ 
attacks of vascular-type headaches. i 
He recommends Bellergal to 
dampen the effects of the unde- 
sirable nerve impulses to the auto- 
nomic nervous system.” 

AVERAGE DOSAGE RANGE: 

3 to 6 tablecs by mouth daily; after 
a few weeks adjust dosage to indi- 
vidual need. 


*Pach Bellergal® tablet contains: Ergotamine Tartrate 
(sympathetic inhibicor) 0.3 mg., Bellafoline (parasympa- 
thetic inhibitor) 0.1 mg., and phenobarbital (central and 
subcortical sedative) 20.0 mg. 


UNCTIONAL DISORDERS 


PHARMACEUTICALS 


DIVISION OF SANDOZ CHEMICAL WORKS, INC 
HANOVER. NJ. * CHICAGO 2+ SAN FRANCISCO 8 
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NEOHYDRIN 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND WATER 


Individualized daily dosage of NEOHYDRIN <= 1 to 6 tablets a day as needed =~ 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause side actions due to widespread enzyme inhibition 
in other organs. 


Prescribe NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
oy. propylurea in each tablet. 

Leadership in diuretic research 

LAKESIDE LABORATORIES, INC-MILWAUKEE 1, WISCONSIN 


be 
4 
4 


Superior flavor Exceptionally pleasant “‘taste-tested”’ blend of flavors care- 
fully protected during manufacture . . . no unpleasant after- 
7, taste .. . readily accepted without coaxing. 

Superior stability Outstanding stability is achieved by Mead’s specially 
developed solution. Poly-Vi-Sol and Tri-Vi-Sol require no 
refrigeration... no dates on labels—and may be 
safely autoclaved with the formula. 

Superior miscibility Both di instantly in formula, fruit juice or water... 

mix easily with Pablum® cereal and other foods. 

Light, free-flowing ... no mixing necessary . . . calibrated 

droppers assure easy, accurate dosage. For infants, drop 

directly into the mouth. For children, measure into a spoon. 

Superior hypoallergenicity poly vi-sol® and Tri-Vi-Sol® supply cystine vitamins 
in a completely hypoallergenic solution 


Superior convenience 


on evety count uperior 
vitamin supplements for infants 
6 
6 


Poly-Vi-Sol _Tri-Vi-Sol 


SIX ESSENTIAL VITAMINS FOR DROP DOSAGE VITAMINS A, D AND C FOR DROP DOSAGE 


POLY-Vi-SOL $000 1000 
Each 0.6 cc. supplies: units units 


TRI-VI-SOL 5000 1000 
Each 0.6 cc. supplies. units units 


Available in 15 cc. and 50 cc. dropper bottles. 
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MEAD JOHNSON & COMPANY - EVANSVILLE, INDIANA, EAD) 
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